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To Ensure an Adequate Supply of the B, 
Vitamins in the Ante-Natal Diet and in the 
Diet of Young Children 


Although most diets to-day provide adequate amounts of all the essential 
nutrients, it is particularly important that the ante-natal diet should meet the 
increased demands that arise during pregnancy. 

The vitamins of the B complex have been shown to be important nutritional 
factors during pregnancy. At many maternity and child welfare centres, where 
advice is given on the diet, Marmite is recommended as a natural source of 
these vitamins both for the mothers and for young children. 

Marmite is a yeast extract which supplies riboflavin, nicotinic acid, folic acid, 
pantothenic acid, pyridoxin, biotin, choline, inositol and p-aminobenzoic acid. It 
is popular with young children and can easily be included in many dishes; a number 
of: suggestions for its use are made in a recipe book which is available for 
distribution at welfare centres. 


MARMITE : Literature and details of the 
film ‘Simple Nutrition’’ on 
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yeast extract 
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Throughout the Country 


FAILING LACTATION 


continues to be replaced by 


SUCCESSFUL BREASTFEEDING 


with the aid of 


THE GALACTAGOGUE 
Samples for clinical trial and specially reduced prices from Infant Welfare Dept., Lactagol Ltd., Mitcham 
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DEOSAN 


first name 
communal 


hygiene 


S22 ———=—-=— In his task of ensuring high standards of 


cleanliness, the Medical Officer of Health or 
Sanitary Inspector has no more valuable ally 
than Deosan. There’s a Deosan product for 
every problem of cleaning and sanitisation. 
Deosan Limited, Call on Deosan for practical help when you 
Catering Hygiene Division, have ‘difficult’ cases. 
345 Gray’s Inn Road, London, W.C.I 
(One of the Milton Group of Companies) 
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DOCTORS, NURSES 
AND 
HOSPITAL CATERING 
SUPERVISORS 


You are invited to write for a 
6 Biscuit packet of Weetabix for 


sampling purposes. It will be gladly 
o sent free of charge, together with a 
iS always welcome — 
Weetabix Ltd., Dept. 45F, Burton 71 
Latimer, Nr. Kettering, Northants. 


When there’s an appetite to be tempted, Weetabix seldom fails. This crisp, 
light cereal food appeals to even the hardest to please, old or young. And 
golden Weetabix is as good as it looks— pure, whole wheat carefully 
cooked . . . sweetened with sugar . . . enriched with malt . . . rolled 
wafer-thin, made into feather-light biscuits and toasted to a turn. Equally 
delicious with hot or cold milk, with fruit or ice cream, it is ready at any 
time to add flavour, interest and sustenance to meals or snacks. In catering 
for convalescents, energy-giving Weetabix is ever-useful, ever-welcome. 


yeetabix 


The whole wheat cereal-more thah a breakfast food 


WEETABIX LIMITED - BURTON LATIMER - NR. KETTERING - NORTHANTS 
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Growing Testimony 


For many years now, mothers have known and trusted Ostermilk . . . and a generation of 


sturdy Ostermilk babies has shown that this trust is woill deserved. Ostermilk owes its success 


OSTERMILK NO. 1 is for 

infants up to 2 or 3 months. 

OSTERMILK NO, 2 is best 

from then on. 

Ostermilk costs no more 

than dairy milk. And 

the mother retains her 

right to the daily 14d. 

pint from the milkman. 

From chemists and clinics, 
mothers can obtain the 100 -page 
OSTERMILE BABY BOOK price 3d. 


OST 


GLAXO LABORATORIES LTD, 


to its purity, digestibility and nutritional value. Purity 
. . . because it is rich, clean milk, dried on heated rollers. 
Digestibility . . . because it is modified to suit young 
digestions; the curd formed in the baby’s stomach is 
light and flocculent, like that of breast milk. Nutritional 
value . . . because it contains all the essential constituents 
of breast milk, plus extra vitamin D and iron to guard 
against rickets and nutritional anaemia. 


ERMILK 
Trade mark 
In 1 lb. containers 


GREENFORD, MIDDLESEX BYRon 3434 Aw 
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EDITORIAL 


The Provincial Meeting 

The meetings of the Society held outside London, usually 
in the town or county served by the President for the time 
being, have always been enjoyable occasions lubricated by 


the hospitality of the municipality or the local Branch of. 


the Society. The meetings of the Council and the general 
meeting held in Manchester on June 18th were no exception, 
thanks to the arrangements made by our President, Dr. 
Charles Metcalfe Brown, to the hospitality of the Lord 
Mayor and Corporation, and to the weather, which was an 
exception to that of the current summer and to the Manches- 
ter legend. It will be recalled that in 1948—being the 
centenary of public health and Dr. F. Hall’s presidential 
year—the North-Western Branch magnificently entertained 
the Council in the rival city of Liverpool (then in the lime- 
light because its first M.O.H., W. H. Duncan, anticipated 
the first Public Health Act by a year). In 1954, the Lord 
Mayor (Ald. Richard S. Harper) and Corporation of Man- 
chester made a handsome rejoinder by entertaining the 
President and Council of the Society and the President of 
the North-Western Branch (Dr. S. C. Gawne) to luncheon. 
‘“‘Entertained ” is the right descriptive word for the Lord 
Mayor, whose speech in proposing the toast of the Society 
was of exceptional wit. Moreover, he showed ensight into 
our hopes when he said that he looked. forward to the day 
when the M.O.H. could write in his annual report, ‘‘ This 
year there has been a sharp outbreak of good health in the 
city.” The address to the general meeting in the afternoon 
by Mr. Norman Fisher, Director of Education for Man- 
chester, was also outstanding. 

One piece of business done, namely the election of Dr. 
Jean ‘Mackintosh, of Birmingham, as President for the 
session 1954-55, also calls for special mention. Apart from 
becoming the first woman President of the Society, Dr. 
Mackintosh has been an outstanding exponent of maternity 
and child welfare both at home and abroad. Her election 
is very welcome to the members of the Society of both sexes. 


Britain and Germany 


This rather portentous headline does not imply that this 
journal is about to discuss E.D.C. or the exchange of goods 


by trade but it does draw attention to the exchange of ideas 
between the two countries with regard to social legislation, 
a traffic to which Major F. G. Neild’s article, printed in 
this issue, makes a further contribution. We are glad to 
give space to a paper by a Fellow of the Society who is a 
serving health officer in the R.A.M.C. and who has used 
the opportunity afforded by his recent posts in Berlin and 
West Germany to make a close study of health and social 
services in that city and country in their historical and 
current background. Major Neild’s article as printed here 
is in fact a drastic compression of a much longer monograph 
and, owing to the exigencies of space, we have been com- 
pelled to omit an interesting section which examines in 
detail the whole German social insurance system ; but his 
discussion of the general import of that system in the last 
part of his article gives some idea of the contrast between 
the German and British approaches to this necessary feature 
of modern industrial civilisation. 

The theme of our contributor’s main argument might be 
summed up in Hamlet’s words, “‘ Look on this picture, and 
on this.”” His description of the German local government 
and health organisation and the contrast which he draws 
between British policy at home and as exercised in post-war 
Geimany are particularly apposite in view of the close 
examination to which these matters are being subjected here 
with a possibility of changes being made. It is indeed some- 
what of a mystery to discover why, at a time when we were 
advising the Germans to depart from their traditional habit 
of centralisation, Parliament was passing a series of enact- 
ments which have greatly increased central control of heeIth, 
welfare and other local services in Britain itself. 

Major Nield makes also some useful observations on the 
possible ways of reform in local government and the National 
Health Service. We like particularly his remarks about the 
reorganisation already effected by our oldest nationalised 
undertaking, that is, the Army, by returning to the Anglo- 
Saxon regions in its Brigade grouping of regimental units. 

The process of self-examination is always usefully com- 
bined with a scrutiny of other people’s methods. We hope 
that the Public Health Service and others concerned with 
health, local government and welfare services, will find this 
comparative study of the German system a stimulant to 
thought. 
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THE WEST GERMAN HEALTH AND SOCIAL 
SERVICES* 


A Comparison with Their British Equivalents 
By F. G. NetLp, Major, R.A.M.C., M.R.C.S., D.P.H., D.L.H. 


Lately D.A.D.A.H., H.Q., British Troops, Berlin, and 
H.Q., Rhine District, B.A.O.R. 


‘* Man is a social animal : human society is com- 
parable to a vault which would collapse if each stone 
in it did not support the other.””—SENECcA. 


Part 1 
I.—Historical Background of German Social Services 


The German social services are now nearly three-quarters 
of a century old. Before Lloyd George proposed the 
National Health Insurance in his Budget Speech of 1909" 
he made an extensive tour of Germany to study at first hand 
Bismarck’s scheme of National Insurance 1880-84. It is 
important to note the early effects of political forces on 
social welfare reforms. Bismarck’s ‘‘I did .it to dish the 
Socialists ’’ was the candid remark of an astute politician, 
but the conception and introduction of his scheme was the 
action of a far-sighted statesman.?, As Lloyd George had 
freely made use of Bismarck’s scheme, so had Bismarck 
earlier made use of English ideas to extend the cover already 
provided by the guild sick insurance societies,* which local 
authorities in Prussia had been empowered to set up as early 
as 1854. For although in the first half of the century there 
had been a tentative German trend towards socialised 
medicine,‘ this had been swallowed up in the reaction 
following the year of revolutions, 1848, and so Bismarck 
had turned for fresh ideas® to the series of great English 
Factory Acts leading up to the ‘‘ Ten Hour Act ” of 1847. 

Since Bismarck, the trend of German social legislation 
has fluctuated widely. Under pressure of industrial disputes 
in the early years of the reign of Kaiser William II (1888- 
1918), the scope widened considerably but with the main 
emphasis still on the needs of the state. Under the Weimar 
Republic (1918-33) the needs of the individual became all- 
important and there appeared the earliest example of the 
‘Welfare State—the ‘‘ Weimar Welfare”’ as the Nazis 
sneeringly called it. Although, under the Third Reich 
(1933-45), the wheel turned full circle, the Nazis were quick 
to recognise both the necessity for welfare measures and the 
greater possibilities of obtaining and keeping power if control 
of welfare programmes was kept in the hands of the party. 
So the Nazi extension of social insurance and the emphasis 
placed upon the care of the children made a strong impression 
on the German public, although few would agree with the 
motives behind them. Since 1945, German social legislation 
has had to be completely re-built with the emphasis more 
on the needs of the individual than those of the state. 


II.—The Lander Administration in the Federal 
Republic 

The Federal Republic of West Germany, formed on 
May 23rd, 1948, with a population of just under 48,000,000 
persons, consists of nine Ldnder—Bavaria (9,000,000), 
Hesse (4,300,000), Lower Saxony (6,910,000), North-Rhine- 
Westphalia (13,072,000), Rhineland Palatinate (2,922,000), 
Schleswig-Holstein (2,701,000) and the Southwest State, 
formerly Baden-Wiirttenberg-Hohenzollen (3,890,000), and 
the Hansa Cities of Bremen (568,000) and Hamburg 
(1,600,000). West Berlin is virtually a tenth Land but for 
the reasons of the Potsdam Agreement of 1945 cannot be 
so incorporated. The system of local government in the 
Lander is shown in Fig. 1. 

The Land Governments (Senate in Berlin, Bremen and 
Hamburg) are elected directly by all adults over the age of 
21, for a term of four years. The government is formed by 
the majority political party or coalition. At the head of 
each is a Ministerpresident who nominates his ministers to 
the various offices—Interior, Finance, Economic Affairs and 
Transport, Food, Agriculture and Forests, Labour, Social 


* As at Ist June, 1951. 
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LAND GOVERNMENT 
(Ministry of Interior) 
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(34) | 


REGIERUNGSBEZIRKE 
(Regional Districts) 


LANDKREISE 
(County Districts) 


| 


LANDGEMEINDEN 
(Rural Districts) 


STADTKREISE 


(418) | | (County Boroughs) (138) 


(Non-County Boroughs 
and Urban Districts) 


Figure 1. 


Affairs, Education, Reconstruction, and Justice. The 
government levies income tax, 37% of whose receipts are 
redistributed by the Federal Government among all the 
Lander. It also levies indirect taxes of which the chief is 
on beer. The Federal Government obtains its revenue 
mainly from indirect taxes. 

Regierungsbezirke are regional administrative authorities 
of the Land government. They supervise and co-ordinate 
the work of the Kreise and are headed by a president who 
is appointed by the Land government. Their average size 
is just over a million but varies between that of Diisseldorf 
(4,301,897) which includes all the Ruhr towns and that of 
Montabaur (239,845). 

Kreise are the major units of local government and contain 
public health departments with a medical officer of health 
(Kreisarzt). A Stadtkreis is a town with at least 30,000 
inhabitants, but they vary in size between Munich (831,937) 
and Dillingen-on-the-Danube (8,802). A Landkreis varies 
in size from that of Recklinghausen (245,743) to that of 
Oberviechtach (16,331). ‘To run these authorities, all adults 
over the age of 21 have the right to elect a chairman. The 
latter is responsible for supervising through council com- 
mittees, the day-to-day routine administration carried out 
by a number of permanent officials of whom the senior is 
known as ‘the Oberkreisdirektor, i.e., clerk of the council. 
In the American and French Zones, however, the permanent 
officials do not exist and their functions are dealt with direct 
by the chairman and the council. For finances they precept 
on the Gemeinden and receive grants from the Land 
government. 

Gemeinden are the smallest units of local government. 
They are subdivided into municipal and rural, the latter 
containing the village communities. To run these authorities 
all adults over the age of 21 have the right to elect a council, 
who in their turn elect a burgomaster, responsible for a 
similar administration to that carried out by the Kreis with 
corresponding differences between the British and other 
Zones. 

These authorities are responsible for health and cultural 
education, housing, sanitation, the fire services, street 
cleaning arfd lighting, law and order and the local adminis- 
tration of hospitals, swimming pools, athletic grounds and 
water, gas and electricity works. To them are also delegated 
certain Land functions such as those of primary education, 
and birth, marriage and death registration. They levy rates, 
can impose petty taxes, receive grants from the Land 
government and the income from their own municipal 
undertakings. 


Ill.—The Administration of Berlin 


Before 1945 there had been, in Berlin, three health 
ministries, that of the Reich, founded in 1872, that of 
Prussia and that of Berlin itself. After the occupation, with 
the policy of decentralisation, the governments of the Reich 
and Prussia ceased to exist and Berlin found itself a distressed 
area, deprived of both its natural hinterland and of its 
position as one of the major capitals of Europe. The public 
health® * 1° and medical services had to be reorganised at 
city and borough levels. Strenuous efforts were made to 
re-establish professional associations and the German Red 
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Cross and other welfare bodies, on a quadripartite level to 
accord with the four-sector Allied control of the city. The 
difficulties were enhanced by the denazification laws which 
entailed checking back to 1933 to find suitable people who 
had never been party members. The physical division of 
Berlin commenced with the blockade in 1948 and was 
completed in the same year on November 30th when the 
democratically elected City Assembly and Magistrat with- 
drew from the east sector into the western sectors. In 1950, 
the Berlin Magistrat became a Senate and, in the opinion 
of many, Berlin would like to become the tenth Land of the 
Federal Republic. It now sends to Bonn eight representatives 
to the Bundestag (Lower House) and four to the Bundesrat 
(Upper House), all of whom attend as members but have 
no voting rights. ; 


IV.—The Federal Office of Health 


With the decentralisation of authority, each Land became 
almost autonomous in the control of its own affairs, par- 
ticularly in public health. Since 1949 the Federal Govern- 
ment has been slowly picking up the reins. A Federal 
Office of Health was formed on February 27th, 1952, on 
similar lines to the earlier Reich Health Ministry. It 
incorporates several national institutions, e.g., the Robert- 
Koch-Institute in Berlin and the Tropical Institute in 
Hamburg ; maintains federal standards for maternal and 
child health, blood transfusions, food and water supply ; 
standardises a national pharmacopoeia ; controls narcotics, 
venereal diseases and tuberculosis and is in touch with 
international bodies such as WHO (joined May, 1951). At 
the moment the chief medical officer to the Bonn Govern- 
ment is Professor Dr. Redeker whose office is part of the 
Ministry of the Interior (Home Affairs). 

No less than 40% of the Federal Budget is spent on social 
services ; at least 11,000,000 persons are receiving some 
form of federal assistance. Among these are the unemployed 
(1,431,000 in the Federal Republic and 279,000 in West 
Berlin), refugees (9,500,000) and the war wounded, widowed* 
or orphaned.!* The Ministry of Labour is responsible for 
social insurance institutions and the war disabled. 

Pre-war public health teaching was carried out by the 
Academies for Social Hygiene at Breslau, Charlottenburg 
and Diisseldorf, while popular health education was widely 
spread by mobile sections of the Museum of Hygiene at 
Dresden. Post war Academies have been refounded in 
Hamburg and Dusseldorf, with one in course of preparation 
at Berlin. Meanwhile refugees from Dresden’ have started 
a new health education centre at Cologne and held a most 
impressive public health exhibition there in the autumn of 
1951. This was ably presented, factually arresting and, by 
British standards, quite uninhibited. 


V.—The Senate Ministry of Health (Berlin) 


The medical administration of Berlin is in the hands of 
the Senator of Health" who is one of the 15 senators holding 
portfolios in the Berlin Government, headed by the chief 
Burgomaster. ‘The composition of the government is based 
on the voting strength of the parties in the House of Repre- 
sentatives, and the Senator of Health is politically appointed 
and is not necessarily a medical man. His office is known 
as the Senate Ministry of Health, previously the Landes- 
gesundheitsamt, which, after the capitulation and the utter 
breakdown of all services, began to rise like a phoenix from 
the ashes of the old Prussian and Berlin Ministries of Health 
and certain national institutions such as the Robert Koch 
Institute which was situated there. Its growth was assisted 
by the allied public health advisers to the Military Govern- 
ment, of whom the last British adviser in Berlin, Brigadier 
Cheyne, left on November 30th, 1950, and the last in the 
Zone, Brigadier Strelley-Martin, on July 15th, 1951. 

The Senate Ministry of Health consists of a series of 
divisions and attached institutions.1° Its general division 


* A widow to be eligible for assistance must be over 40 or have 
at least one dependent child. 
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includes personnel administration, statistics, finance, budget 
and legal affairs. Among the attached institutions are the 
Academy of Public Health which is still in course of prepara- 
tion, the Land Tuberculosis Hospital at Heckeshorn and 
the Robert Koch Institute. 

The Robert Koch Institute for Hygiene and Infectious 
Diseases researches mainly into all aspects of epidemiology 
and is also responsible for the supervision of the purity of 
the Berlin water-supply (only since 1945 have water supplies 
in Germany been compulsorily chlorinated). This institute 
is likely in the future to come under the Federal Ministry 
of Health. 

The First Division of the Senate Ministry is concerned with 
medical administration, the registration of dental, nursing and 
auxiliary medical personnel as well as dispensing chemists, controls 
the schools of training of auxiliary medical personnel, the supply 
of drugs and the Land Institute of Forensic Medicine, and deals 
with the control of narcotics. 

The Second Division deals with general hygiene, the pre- 
vention and control of diseases, nutrition, public health laboratories 
and the analysis of food and drugs. 

The Third Division looks after hospitals, first aid and ambulance 
services, voluntary organisations and the personal health services. 
An important item is the emergency bed service. No matter what 
their status, hospitals are supervised by the Senate Ministry of 
Health who reserves the right of using sections of them, even in 
the case of privately owned clinics, for admitting insurance patients. 
However, regular inspection of municipal hospitals is the duty of 
the borough health departments. 

In the western sectors there are approximately 11,800 beds in 
45 hospitals, varying from very large, modern and comparatively 
undamaged ones, to institutions housed in accommodation such 
as schools. Liaison is maintained by this division with the 
voluntary organisations such as the Evangelical Aid Society, the 
Roman Catholic Caritas and the German Red Cross. It alsd deals 
with cancer follow-up and the prevention of tuberculosis and 
venereal diseases. Its director is the Land industrial medical officer 
and head of an inspectorate similar to the factory one in England. 
On the other hand the prison service is entirely separate and 
comes directly under the Justiciary. Associated is the Berlin Blood 
Bank, opened in April, 1951. 

The Fourth Division is entirely veterinary, including veterinary 
administration, the control of slaughter houses and the prevention 
of animal diseases and the veterinary inspection of meat. 


VI.—The Borough Health Departments'® (Berlin) 


Greater Berlin is divided into 20 Bezirke or boroughs of 
which 12 are in the westernsectors, four of these in the British. 
Each is responsible for the day-to-day administration* of the 
lives of its citizens and amongst its other departments has one 
for public health, administered by a health committee which is 
presided over by a borough councillor. In some cases the 
director of public health, equivalent to our M.O.H., also 
sits on the council.!?_ This has given rise to lively arguments 
as to whether the M.O.H. should sit on the borough council 
and be subject to political pressure or be buffered and merely 
act in his purely professional capacity. The health depart- 
ment has three main divisions which are analogous in most 
respects to those of the Senate Ministry of Health. 

The First Division’s main task is the local registrationt and 
supervision of medical, dental, narcotic control and mental 
patients in private homes and nursing institutions. 

The Second Division, was at first almost entirely concerned with 
the prevention of communicable diseases. Some thirty infectious 
diseases are notifiable, for which compulsory disinfection, both 
current and terminal, is practised. Now that most of these 
diseases have been controlled, this division has been able to turn 
its attention more to the problems of environmental hygiene. 

The control of the physical side of housing comes under another 
department of the borough council known as the Baupolizei 
(Building ‘Police), responsible for licensing and control of newly 
erected buildings, control of drainage systems, sanitary plants in 
buildings, and general supervision of sanitation. 

The second division also supervises the compulsory carrying 
out of certain inoculations—smallpox at one year and again at 
twelve (law of 1874) and diphtheria on entering school at six with 


* The powers and duties of the Bezirke are similar to those of 
the Kreise in the Federal Republic. 

+ One doctor may be licensed for each 600 of the insured popu- 
lation. 
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two injections and a booster four years later. Infants are recom- 
mended to be immunised against diphtheria but it is not 
compulsory. Its industrial hygiene branch supervises working 
conditions and industrial diseases, maintains first-aid rooms, 
checks the hygiene of working sites and sees that the workers’ safety 
appliances are installed where necessary. 

The Third Division is the keystone of the personal health 
services. It provides the impetus for preventative medicine which 
has made its influence more widely felt. Its maternity supervision 
seeks to bring into its fold all those expectant mothers who are 
not receiving medical attention. By means of the General Clay 
Fund mothers in need, for health or economic reasons, receive 
valuable help in the form of milk and egg powder. Child welfare 
clinics take special measures to prevent deficiency diseases, 
particularly rickets, sick children being referred when necessary 
to their own practitioner for treatment. Through these clinics, 
UNICEF has made available cod liver oil for needy children. In 
the child orthopaedic clinics all crippled children are collected, 
examined and referred to the correct place for treatment. Day 
nurseries are run but are limited by the shortage of accommodation 
available. In the school health service there is close liaison between 
the health department and the general practitioner, although the 
school doctor’s decision is final as regards attendance at school, 
P.T., swimming and so on. School* medical examinations take 
place three to four times a year inclusive of the full school entry 
and leaving examination. At the same time, in the school dental 
clinics, the dental hygiene of the school child is watched. There 
are also many types of special schools —for the blind, deaf, delicate, 
educationally subnormal, maladjusted and physically handicapped 
children. By means of American aid a school meal is provided, 
free, daily ; it comes from one central source and consists of one 
course, usually a substantial soup. 

Owing to the adult rise in tuberculosis morbidity and mortality 
rates, control measures have been intensified, i.e., segregation of 
all cases in sanatoria, or where this is impossible, by home nursing; 
routine X-ray by means of M.M.R. of adolescents, and segregation 
of sick children and other suspicious cases. By aid of the Swedish 
Red Cross in November, 1949, all children up to the age of 
18, if susceptible as shown by a patch test, were immunised with 
B.C.G. Much attention is paid to the treatment of venereal 
diseases and there has been very close co-operation here, for ob- 
vious reasons, with the allied authorities. 

This division also runs marriage advice clinicst (which combine 
the work of our citizens advice bureaux), mental health clinics, 
clinics for difficult children, tumour clinics to assist in the early 
diagnosis of malignant diseases and sports clinics to advise 
prospective athletes on the physical requirements of various sports 
and their own potential capabilities in these lines. It supervises 
the homes for chronic sick and those for old people. Another 
important duty is the local supervision of hospitals in its area, 
particularly in the matters of building, equipment and adminis- 
tration. It is responsible for staffing the municipal first aid posts 
in its area, for bringing first aid to the injured and any emergency 
medical assistance. Further aid is the responsibility of a hospital 
or a private practitioner. 

The Fourth Division which is not really an entity like the others 
deals with all veterinary services, the supervision of slaughter 
houses and particularly the inspection of imported meat. Milk 
must be pasteurised if it does not come from cows under veterinary 
supervision (Milk Law of 1932). But it is not thought that the 
pasteurisation is very efficient as there is a great deal of tuberculosis 
of bovine origin. 


Vil.—General Practice 


‘The problems of general practice bear many similarities 
to those encountered in England to-day. Immediately after 
the war everyone was compulsorily insured against sickness 
with the V.A.B. (Versicherungsanstalt, Berlin—the Social 
Insurance Institution), so that there was no such person as 
a private patient. However, since January Ist, 1951, it has 
become no longer compulsory for a self-employed person 
to be so insured. However, the general result is still the 
more doctors the less each one earns, so that the old- 
established ones do not welcome newcomers. 

A general practitioner may have a limitless number of patients, 
but, to prevent overdoctoring, not more than one practitioner may 


* Compulsory schooling 6 to 14 years. School hours 8 a.m. to 
1 p.m. Part-time vocational training is compulsory for those who 
leave school before 18. 

+ Women, particularly over the age of 30, are encouraged to 
come for a check medical examination once a year. 
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be registered for every 600 compulsorily insured persons, the 
actual figure averaging just over 800 persons. Practitioners!® are 
paid, apart from certain allowances and graduated payments, per 
attendance per quarter, and it is found that the average sick rate 
per year is 350 per 100 persons, which for the minimum figure of 
600 compulsorily insured persons would be 2,100 treatments per 
year. This represents, at a rate of 6 DM a quarter, a minimum 
income from the V.A.B. of 12,600 DM. which is just over £1,000 
p.a. Approximately 93 per cent. of the general practitioners are 
in contract with the V.A.B. It was hoped that the original rate 
would be 10 DM. per quarter, but this has since worked out at 
less than 6 DM. 

Similarly, a dentist may have a limitless number of patients, 
but again, to prevent over-dentistry not more than one dentist 
may be registered for every 1,250 insured persons. Dentists’ 
average payments are approximately 6 DM. per quarter. 

Doctors are organised in their own associations, the 
largest of which is the Berliner Arztebund (roughly equivalent 
to the B.M.A.) and another the Verband der Arzte des 
Offentlichen Gesundheitsdienstes E.V. (Society of M.Os.H.). 
Complaints from patients about doctors are taken up by 
the V.A.B. who refer the matter to the association of doctors. 

Expenditure of drugs, dressings and appliances is closely 
checked by the V.A.B. Patients are discouraged from asking for 
unnecessary drugs and appliances by having to pay 50 Pfennige 
(10d.) for each prescription, while doctors are discouraged from 
writing excessive prescriptions by their total cost being compared, 
monthly, with that of other doctors in the locality. This cost is 
broken down under three heads, the cost of drugs and appliances, 
the cost of sick leave recommended and the cost of hospital 
patients admitted. This can give rise to the apparently anomalous 
position where a doctor may appéar to have been prescribing 
excessively due to his high costs under this head, but whose total 
costs are below average because he is keeping his patients both 
out of hospital and at work. 

Sight-testing and spectacles are entirely covered except for the 
50 Pfennige charge which everyone must pay for drugs and 
appliances. The spectacles issued are a standard utilitarian 
model. Treatment of teeth is also covered, as is two-thirds of 
the cost of dentures and similar work. But repairs to dentures 
are free. As has already been indicated, the school dental service 
is a function of the borough health departments. 

In Berlin, a potential medical student has the choice of 
two universities, the Humboldt in Unter den Linden (East 
Sector) and the Free University in Dahlem (West Sector), 
the latter being largely staffed by persons who have fled 
from the former. There he must spend 10 to 11 semesters 
or terms, each of six months, before he can take his doctorate 
of medicine. After qualifying, if he wishes to start a social 
insurance practice, he must work as a resident in a hospital 
for at least 15 months. Any German doctor, qualified at 
any recognised university in Germany, may practise in 
Berlin once he has been licensed by Division I of the Senate 
Ministry of Health. 


Discussion 

The increase of critical scrutiny now being directed on 
the British social services made it of interest to examine the 
parallel services in Germany. Those in Berlin were chosen, 
being convenient for investigation and having the especial 
advantage that the inter-relation of the Land and local 
organisations could be studied on the spot. 

The German social insurances, the first of their kind in 
the world, illustrate clearly the dangers of the two extremes 
to which social services can be carried. Firstly, as to the 
serious strain that is put on the public purse when the needs 
of the individual are considered supreme, an example is 
shown in the Table, demonstrating the excessive sickness 
benefits which occurred under the Weimar Republic. 
Secondly, there is the danger to individual freedom when 
the needs of the state are considered paramount, as under 
the Third Reich. It is therefore distressing to see the 
totalitarian Nazi methods such as the withholding of welfare 
benefits from those who do not toe the party line and the 
virtual confiscation of private money by means of voluntary- 
compulsory donations to welfare funds reappearing once 
again, this time behind the Iron Curtain.* 


* “ Plight of East German Church ’—The Times, 22nd April, 
1953. 
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_In studying Berlin, one must bear in mind its extremely 
difficult economic position at the end of the war, now eased 
by Western Aid, and by federal taxes which pay for 80 per 
cent. of the occupation costs, 75 per cent. of war victims’ 
relief and 50 per cent. of the cost of the unemployed. The 
taxes are obtained partially by a special income tax and 
partially by a 2 Pfennigs surcharge stamp on every inland 
letter. Some ideas of the increase in federal production may 
be obtained from the following figures. Coal production 
in 1951 was 124-5% of the 1936 figures, while the figure 
for new dwellings erected in 1949 was 215,000, in 1950 
360,000, and in 1951 400,000. 

Benefits in German State Insurance :— 

Medical Benefits Cash Benefits Total 
1885 4:8 5-4 10-2 
1900 8-4 7:3 15-7 | Gold Marks per head 
1913 15-7 : 27-6 per annum 
1925 31-2 23- 54-2 
1930 47-4 , 72:4 
During this period :— 

(i) no increase in medical remuneration. 
(ii) cost of living rose by no more than 50 per cent. 
(iii) explanation lies in sickness statistics below. 


Sickness in German State Insurance :— 


Sickness cases per Paid sickness days Paid sickness days 
100 members per sickness case per 100 members 


1885-1913 37:8 18-1 685-2 

1913 42-1 20-6 867-6 

1925 51-5 24-4 1,256-2 

1928 55-4 24-0 1,329-8 

1933 36-1 25-6 924-9 

1937 . 41-6 22-6 936-7 

1938 45-7 21-7 991-7 

Temporary improvement after 1928 was due to financial 
measures taken by the Briining Government. 

(Above data compiled from German official sources by M. Palyi 
and published in ‘‘ Compulsory Medical Care and the Welfare 
State ”—Chicago, 1950). 

Absenteeism in Royal Ordnance Factories :— 

After one year of the National Health Service absenteeism in 
the Royal Ordnance Factories had risen from 2-6 per cent. to 5-9 
per cent. (Hansard, 24th October, 1949). 


Federal, Land and Local Government 


When comparing the population, size and administrative 
structure of Great Britain and the Federal Republic of West 
Germany, it is necessary to remember that the population 
of the former is slightly greater, the size of the country a 
shade smaller and the density of the population a fraction 
larger than in the Federal Republic. As it is difficult to 
compare directly the British and German government 
structures, it is easier, perhaps, to visualise the comparison 
by standardising the British on the German system. This 
would involve in Britain making autonomous the 12 World 
War II civil defence regions as Lander, reconstructing the 
52 geographical counties as Regierungsbezirke, to consist of 
the administrative county plus associated county boroughs, 
while the local government administration, except in the 
boroughs, would remain two-tier in the form of county and 
rural districts. 

Germany, since its inception, has always been a federation 
or earlier a confederation of states, with a hierarchical 
system of local government. This system, common to all 
continental countries, was: considered in Britain in the 19th 
century to be too rigid for the free play of autonomous local 
government. However, the system has certain advantages 
to-day in absorbing the regional activities of central govern- 
ment without having recourse to fresh structures and ad hoc 
bodies. On the other hand, since the Anglo-Saxon hept- 
archy, England has known no form of regional government, 
except during Cromwell’s Commonwealth and for the World 
War II civil defence regions. These regions were unpopular 
as it was felt that they were a central government encroach- 
ment on local government and were soon dropped after the 
war, leaving unco-ordinated ad hoc bodies of different 
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central government or nationalised authorities, such as 
Coal Board divisions, Electricity and Gas Boards, Regional 
Hospital Boards and divisions of the factory inspectorate of 
the Ministry of Labour and National Service, Home Office 
and others. This results in there now being no organisation, 
in Lancashire for instance, for viewing or administering its 
problems as a whole. The only concession in favour of 
regionalisation in Great Britain, has been the appointment 
of ministers for Scotland and Wales, these appointments 
being comparable in form to the devolution of authority in 
West Germany from the Land to the Regierungsbezirke. 
There is, however, the important proviso that in Britain 
regional boards are quite independent of local government. 
In West Germany, on the other hand, the only federal 
concerns are the railways, posts and telegraph, unemployment 
and assistance of a monetary nature, with everything else a 
direct responsibility of the Land. Conversely, the German 
Democratic Republic (Soviet Zone), since the abolition of its 
Lander in 1952, has rigidly centralised its administration. 
In considering these two divergent principles it would 
appear strange that whereas the Western Allies have insisted 
on the decentralisation of authority in the Federal Republic 
with the building up of democratic bodies from the com- 
munity level, the administration in Great Britain has tended 
to follow the opposite course of centralisation. 

Grundy,”° in commenting on the broad lines of change 
and development of local government in Great Britain since 
1888, considers the two most important as being, first, the 
creation of larger units of local government and, second, 
the transfer of control of certain services to regional or 
national bodies constituted otherwise than by popular 
election. This centralising of certain services, with con- 
sequent loss of local authorities’ powers, has not been found 
necessary in the Federal Republic as the Lander have pre- 
ferred rather to exercise control regionally over the local 
authorities by decentralising authority to the Regierungs- 
bezirke. It would not be difficult for a similar development 
to take place in Great Britain, for the Regierungsbezirke 
bear certain similarities to the present geographical counties. 
For instance, the Regierungspresident is appointed by the 
Land government while the titular head of the county is 
the Lord Lieutenant appointed by the Crown. There 
would be many more if the recommendations of the 1947 
Report of the Local Government Boundaries Commission 
for the creation of three main types of local government 
unit—counties, county borough and county districts—were 
carried out. To complete the similarity, it would be only 
necessary for all regional ad hoc bodies of the central govern- 
ment to be locally supervised by the Lord Lieutenant’s 
office. We are told that local government reorganisation is 
so difficult as to be almost impossible, but it is of interest 
to note the reorganisation recently undergone by an evén 
older nationalised institution whose traditions date consider- 
ably further back than those of most local government 
authorities. Post-war the Army’s structure has been 
radically altered. Of the some 60 two-battalion regiments, 
based largely on the territorial county, 51 first and second 
battalions were amalgamated and 13 battalions disbanded. 
The remainder were for administrative reasons forced to 
group in brigades. ‘These occurred most naturally along 
either. regional groupings with a familiar Anglo-Saxon ring, 
or occupational, the former being Home Counties, Wessex, 
Welsh, Midland, Mercian, East Anglian, Lancastrian, York 
and Northumbrian, Highland, Lowland and North Irish ; 
and the latter—Guards, Light Infantry, Green Jacket, 
Glider and Parachute, and Gurkha. 


The German Kreise are the original local government 
groupings which date from the beginning of the 19th 
century. They are of interest for two reasons, firstly their 
wide powers of authority, administering many institutions 
such as the hospitals, gas and electricity works, which in 
Great Britain come, rather indirectly, under the central 
government ; secondly, the attempt in the British Zone, as 
opposed to the American and French, to graft on to the 
continental system of local government the British idea of 
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the separation of the political and administrative functions 
in local government. 


The Federal Office of Health 

As the sovereignty of the people is established in the 
Lander, so is also the execution of medical policy vested 
there. For this reason the German federal system of public 
health is more akin to-day to that of the Americans than the 
British. Harding® describes the system of public health 
found by the Allies when they arrived in Germany in 1945, 
which was almost unchanged from that described by H. W. 
Rumsey in his ‘“‘ Essays in State Medicine ’’—1856. This 
system was a hierarchical one, whose peak was to be found 
in the Ministry of Interior of the Land. Here was decided 
medical policy and appointments. This was not quite the 
case in Prussia, where the Land and the Reich Ministries of 
Interior had been amalgamated so that the execution of 
medical policy had moved a stage higher to the Reich 
Ministry of Interior. The minister administered through 
provincial (Provinz) and regional district (Regierungsbezirke) 
medical officers who were responsible for the local public 
health organisation, the inspection of hospitals, sanitary and 
pharmaceutical services and the nursing services. The 
originator of this chain of medical administration was Joseph 
Peter Frank (1745-1821), sometimes described as the father 
of state medicine who wrote ‘‘ System einer Vollstandigem 
Medicinischen Polizei’? (System of a Complete Medical 
Police). 

To-day, the Federal Office of Health is still part of the 
Ministry of the Interior, but the execution of medical 
policy in the Lander is a function of an independent Ministry 
of Social Affairs, which combines the supervision of health 
and the non-financial aspects of assistance. ‘The system is 
no longer hierarchical as the local government medical 
officers of health are now servants of the local authority to 
which they are appointed. The East Germans, on the other 
hand, have returned to the previous centralised system of 
public health administration, which is more akin to the 
Russian. In it, as Sigerist?* and Semashko” have described, 
the Union Government has four categories of hygiene 
inspectors—municipal, industrial, school and food—who 
have powers which can override all local authorities in the 
constituent republics. 


The Senate Ministry of Health (Berlin) 

This ministry combines the functions of our Ministry of 
Health, the non-financial ones of the National Assistance 
Board, the medical ones of the Home Office, the Ministry 
of Education and the Ministry of Labour and National 
Service, together with those of such statutory bodies as the 
General Medical Council, General Nursing Council and the 
Central Midwives Board. It is certainly well constituted 
to develop an over-all health service, although its powers, 
particularly those held here by independent statutory bodies, 
would probably be considered in Britain to be based too 
narrowly. However, it is essentially a policy-making body 
and its decisions in all these spheres are put into effect at 
community level by each borough health department. But 
it does reserve certain functions to itself, e.g., the licensing 
of medical and auxiliary medical personnel, the specialist 
staffing of hospitals, the emergency bed service, the super- 
vision of the blood bank and the direct control of tubercu- 
losis hospital at Heckeshorn and the Robert-Koch Institute. 
The tuberculosis hospital is controlled directly owing to the 
present acute shortage of these beds in Berlin as, pre-war, 
four-fifths of the beds for its tuberculous patients were 
found elsewhere in Germany.**. The Robert-Koch Institute 
is a comparable institution to the Central Public Health 
Laboratories at Colindale, and will come in future under 
the Federal Office of Health. Similarly, the Museum of 
Hygiene at Dresden and its western counterpart at Cologne 
are the equivalent of the British Central Council for Health 
Education except that they have the advantage of a permanent 
exhibition headquarters. 

The German system of medical administration can be 
compared with that of the N.H.S. as shown on Fig. 2. 
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Figure 2 


The German system is more akin to that suggested by 
Ross** when he wrote that for any organised community 
large enough for the purpose with an established range and 
character of its own, there should be some responsible 
person adequately staffed who, under the authority of his 
governing council, has as his definite concern the health of 
that community as a whole. For instance, an example of 
this in Germany is how the borough health departments are 
able to co-ordinate, in each case, the problems of the old 
who are sick and not-so-sick ; deprived, neglected and mal- 
adjusted children ; and people suffering from tuberculosis ; 
whereas in Britain, as The Lancet*® points out, lack of co- 
ordination is experienced due to the fact that responsibilities 
are divided between regional boards, housing, and welfare 
authorities, and between different central departments. 


The Borough Health Departments (Berlin) 

The borough health departments, as already mentioned, 
have at community level wide administrative powers. 
Although they do not directly control the municipal hospitals 
or general practitioners, they have considerable powers of 
co-ordination as they are responsible locally for the adminis- 
tration of the former and the registration of the latter. Their 
work and responsibilities for both environmental and 
personal health services are similar to those performed by 
the metropolitan boroughs prior to 1948. 

These departments have wide powers to send con- 
valescents, both children and adults, to recuperation homes 
in the country. It is also of note, that whereas there is no 
direct system of welfare foods* for infants, mothers are 
encouraged to continue breast feeding by being given 
financial assistance. 

A further point of dissimilarity is that there is no such 
appointment as sanitary inspector,”’ this as Goodman**® has 
pointed out being common to all Western Union countries. 
The nearest appointment in the borough health departments 
is that of disinfector, while, except in the case of food, the 
almost comparable inspectorial duties are carried out by 
the Baupolizei. 


General Practice 

Up to the end of 1950, with everyone compulsorily 
insured, there was often much discontent felt amongst 
general practitioners, for as more practitioners entered 
general practice, so the less each one earned, and there were, 
too, many more at this time in Berlin, than pre-war. In 
1934,?° there were 630 persons per head of doctor in Berlin 
as compared with the all-German average of 1,380. Falk* 
states that of these doctors 5% were solely in private practice, 
15% had salaried positions in hospitals, etc., and 80% were 
in insurance practices. In 1949°° the number of doctors had 
much increased. In the Federal Republic there were now 
only 750 persons per doctor and in Berlin the figure was 
as low as 430. This surfeit of doctors is due partly to the 
large numbers of refugee medical men and partly to the fact 
that during the war many hundreds of doctors were trained 
quickly for service in the armed forces. Ross*® gives the 
following figures (1949-50) for doctors in Great Britain— 
population per doctor 2,237 (and in London 1,670) with an 
average yearly payment of £2,160. Now that the higher 
income groups among the self-employed and, in the Federal 
Republic, incomes over £500 a year can pick, choose and 
pay their own doctors, there is likely to be more incentive 
for general practitioners. At the same time paying beds are 


* Food rationing in the Federal Republic abolished in 1949, 
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again available in hospitals. For example, insurance patients 
in Class III accommodation obtain free board and medical 
treatment and the cost DM.8 (13s. 6d.) daily is paid by the 
social insurance institution, while those on Class II pay a 
fee of DM. 10 (16s. 8d.) for board and lodging and in addition 
pay for their own medical treatment. This class system of 
accommodation may sound non-egalitarian but it is to be 
compared with the amenity and pay-beds of the N.H.S. 
“Excessive numbers of panel patients and excessive 
demands for certificates and returns of all kinds quickly 
reduce the general practitioner to an agent for making out 
prescriptions (too often mere palliatives) and for operating 
something more like a sickness licensing and registration 
system than a health service.”” These words, which might 
be found almost any week in the correspondence columns 
of the medical press of to-day, were actually written in the 
P.E.P. Report* of December, 1937. How have the Germans 
managed to avoid these dangers of straight capitation pay- 
ments? They have a system of payment by attendance 
per quarter which is a compromise between the extremes of 
payment by capitation and payment by attendance. This 
system of payment has never been given a thorough trial in this 
country. It was tried in the Manchester-Salford*’ area and, in 
spite of such flattering evidence as ‘‘amedical service like private 
practice ”’ given to the Royal Commission of 1924-25, which 
was investigating the working of the National Health 
Insurance of 1911, this testimony was dismissed as it was 
considered that this method of payment was like capitation 
and might stimulate over-attendance. Yet it was this method 
of payment which so stimulated the growth of German 
medical practice. A comparative study‘ of the population 
figures, for the last 10 years of the 19th century, for Great 
Britain, the United States of America and Germany will 
show this. Between 1891 and 1900 the population in Great 
Britain increased by 12-8°% and the number of doctors by 
16% ; in the United States of America the population 
increased by 20-7% and the number of doctors by 25-9% ; 
while in Germany between 1889 and 1898 the population 
increased by 11-5°% and the number of doctors by 56%. 


Social Insurance 


The German social insurance institutions are independent 
public corporations which cover all the social insurances 
except unemployment and assistance. These social insur- 
ances are self-supporting in that all contributions are derived 
from either the employer or the employee and, within an 
upper and lower unit, the contributions vary with the man’s 
income. There is no contribution whatsoever from the 
Land Government (Senate). The contributory principle has 
always been fundamental to the German system. Harris* 
writes : ‘‘ The adoption of the contributory principle (in 
1883) was no mere accident ; it wes the method of the 
Imperial system, as it had previously been that of the 
voluntary societies. It was believed that by this method 
men could receive relief without lessening their self-respect 
and independence of spirit.” 

Although the average benefits are much the same, a 
comparison of them does show a number of variant points. 
In Britain the benefits are flat-rate whereas in Germany 
they depend on the man’s previous contributions ; this is 
particularly so with invalidity and old age pensions. By this 
method of graduated benefit there is some relation to the 
man’s previous standard of living. For instance, sick pay 
has been fixed at half the basic wage. This® is not as little as 
it may sound, as when the man is drawing sick pay he is 
not paying his social insurance contributions nor does he 
have his day-to-day travelling expenses, but it is so fixed 
as to provide a stimulus to the man to return to work. In 
Britain, immediate benefits, after the first contribution is 
paid, are only available on death or industrial benefit. In 
Germany they are paid on sickness, pregnancy, confinement, 
industrial injury and death. Although this may seem more 
generous, their financial safeguards are more stringent : 
first, supervision of the payment of benefits is closer ; and 
secondly, sick and unemployment pay lasts only 26 weeks, 
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when there is a sharp drop either to an invalidity pension or 
to assistance with a means test. Although the maternity 
benefits are much the same, the maternity allowance*? is, 
and always has been, much more generous. It is to be 
remembered in this connection, that the Germans have 
accepted the principle of equal pay for equal work ; that 
in the age groups 25 to 45, there is an excess of nearly 
2,000,000 females ; and that every second woman up to the 
age of 40 is a wage earner. A close check is kept on the 
indiscriminate use of drugs and appliances by comparing 
the doctor’s average costs over a period with those of other 
doctors. This is considered to be a fairer method than the 
comparison of an individual item as under the old National 
Health Insurance. The industrial injury benefits have 
always been paid to the trade union or guild to which the 
insured worker belonged and it was up to them to see that 
he was physically rehabilitated and retrained. 

The chief objective of the German sickness insurance 
(Falk*) has always been the restoration of the sick person 
to function rather than the compensation of the injured 
worker and, although the cash benefits have varied 
according to the previous contributions, the medical benefits 
have always been according to need, amounting in fact, to 
69% of the total outgoings of the social insurance. 

The most striking fact is how heavily the German indi- 
vidual is directly taxed and what a high proportion of his 
income is the social insurance contribution. Not that 
indirect taxes are light : cigarettes vary from 3s. to 4s. for 
20, and coffee (= tea for the Englishman) is priced up to 
26s. a pound. The German worker pays 10-5°%% of his 
income as a social insurance contribution and an additional 
10-5% is paid by his employer. On the other hand, the 
Englishman earning the average in 1951 payed only approxi- 
mately 3% of his income as his insurance contribution, to 
which slightly less was contributed by his employer and 
slightly more by the State, which, in addition, pays almost 
the entire health contribution, circa £400,000,000 a year. 

Thus the two main differences between the British and 
the German systems are that the former has a flat-rate of 
both contributions and benefits, and that medical treatment 
cost is divorced from the main insurance scheme, while, in 
the latter, contributions and benefits are graduated while 
medical treatment is part of the main body of insurance. 
In 1911, before the advent of P.A.Y.E., the German wage 
class system of contributions must have seemed unduly 
complicated so that the flat-rate of payment would have 
seemed simplicity itself. But the result has been, as Levy** 
pointed out in 1944, that the deficiencies of benefits in Britain 
were largely due to the fact that the administration adopted 
at the outset necessitated as a fundamental condition a 
system of flat-rate payments, and, in contrast to cash benefits 
related to earnings, flat-rate payments must in any circum- 
stance be unsatisfactory. Since 1948 Macleod and Powell*® 
have written that these figures (7.e. those drawing insurance 
and those drawing supplementation under the National 
Assistance Board) suggest that roughly one-fifth of those 
drawing widow’s and retirement benefits, and probably of 
those drawing sickness or unemployment benefits for any 
considerable length of time, were already in 1950 dependent 
upon national assistance and subject to the National Assist- 
ance Board’s means test. 

Beveridge*® himself suggested that the general rates of 
benefit and contribution should be regarded as subject to 
investigation of the desirability and practicability of adjust- 
ment in special circumstances, particularly rents. The 
average rent for industrial households in Great Britain was 
6s. a week lower than those for industrial households in 
London and 6s. a week higher than that of the average 
rural dwelling. The Friendly Societies had been able to 
meet this difficulty on the flat-rate contribution by being 
able in the country to pay out higher benefits. The Ger- 
mans, on the other hand, by relating contributions to wages, 
ensure that people in towns or dangerous industries, who 
on the average earn more, pay a higher contribution and so 
will eventually obtain a higher benefit. Pre-1933 in Germany 
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4,700 social insurance societies** controlled 21,000,000 
insured persons, while in Britain 7,000 controlled 15,000,000. 
A great deal has been written in justification of divorcing 
medical treatment from the main body of insurance, but 
ne opposing case has been clearly stated by Levy*® when 
e wrote : 


“* Political imponderabilia, prejudice in favour of traditional 
systems of free competition and laissez-faire, an over-estimate of 
“ achievements ” of Friendly Societies supported by the views of 
leading economists and the opposition of powerful vested interests 
to any system which would curtail their commercial ambition— 
these were the factors which prevented the introduction in 1911 
of a system of National Health Insurance administration based on 
principles of economic and national organisation. The example 
of the German system was before the eyes of the legislators: it had 
been an outstanding success (a deterioration of a serious nature 
began in 1933). Its striking medical features were described in 
1913 in a report (National Health Insurance—Medical Benefits 
under German Sickness Insurance Legislation ’’ H.M.S.O. 1913 
pp. 7 to 9) which told in detail of the remarkable achievements of 
local sickness funds, of the comprehensive treatment of the in- 
sured members, comprising x-ray applications, electrical treat- 
ment, sanatoria and convalescent homes, mechanical exercises, 
medico-mechanical treatment, and of specialists with whom the 
larger sickness funds usually conclude agreements for the treat- 
ment of eyes, ears, nerves, skin, stomach and women’s diseases. 
Yet so little was this experience appreciated that the Royal Com- 
mission could still claim in 1926 that “ the wider the scope of 
these services the more difficult will it be to retain the insurance 
principle ’’—as if the German Insurance system had not been 
instrumental in providing precisely the medical benefits that are 
still lacking in this country.”” He then goes on “‘ From the mistake 
of entrusting administration to overlapping and expensively 
organised approved societies, reformers now go to the other 
extreme and suggest a medical service for the nation, separate 
from health insurance and administered by a central machinery.” 
Later, in commenting on the Beveridge Report, Levy*® writes : 
“* But it divorces the dynamics of this improvement (i.e., the med- 
ical treatment of the working classes) from the insurance scheme, 
which will be limited to the function of contributing part of the 
cost. The question which the government will have to decide is 
whether the acceptance of a comprehensive central plan, with 
many fundamental assumptions and financial implications which 
are difficult to foreshadow, is preferable to a system working on a 
basis of clearly assessable risks to be met by a system of integrated 
local and occupational funds.” 


This question which appeared settled in 1948 would 
to-day seem, once again, wide open. Two possible solutions 
to limit these financial implications are visualised, either to 
go forward to a full-time salaried service, or to reorganise 
on to a system, such as the German, working on the basis 
of clearly assessable risks. 


Labour Department ‘ 

The unemployment benefits are slightly higher than those 
in Great Britain. This higher rate is largely due to the fact 
that there is an assessment for the rent which in Britain is 
only given on assistance. This results in Britain, in most 
cases, in the assistance rates together with the assessment 
for rent, being higher than the standard benefits. In Berlin 
they are the same with the dis-incentive that a person on 
public assistance has to face a means test. 


Summary 

An analysis has been made of the German local govern- 
ment, health and social services, with particular reference 
to West Berlin. A comparative study of these with those 
of Great Britain show many points of similarity but also 
reveal several fundamental differences. ‘These are :— 

(i) Federal, Land and Local Government.—The Land, 
like the American State, is the sovereign power in the 
federal system. Its local government units are based on 
regional groupings which incorporate both town and country 
and control almost all public utilities and services which are 
situated within their own area. 

(ii) Health Services—{a) By their almost complete 
devolution of authority from the Land to the local unit of 
authority, the latter’s health department has the opportunity 
of offering a much more comprehensive co-ordination of all 
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social, health and welfare agencies at community level. 
(6) Insurance medical practice is still a part of the general 
insurance scheme. Great Britain would have had a com- 
parable scheme if, in 1948, the National Health Insurance’s 
range of medical care had been extended to cover dependents 
and all forms of institutional treatment. 

(iii) Social Insurance-—(a) The insurance schemes run by 
public corporations, are actuarial in that they are self- 
supporting and, within an upper and a lower limit, the more 
a man earns the greater his contributions and his eventual 
benefits. As these schemes are entirely independent of the 
Land finances, the individual contributions are much 
higher than those in Great Britain. (6) These insurance 
schemes show, incidentally, that the Germans have accepted 
the principle of equal pay for equal work. In the salaried 
groups the pay is weighted for both marriage and children. 

(iv) Labour Department.—({a) Unemployment benefits 
include a rent assessment and so are relatively higher than 
those in Britain. There is, however, a tighter means test 
employed for those on assistance. (6) The German trade 
unions have advanced beyond joint consultation in industry 
to an active share in industrial policy decisions. 


REFERENCES 


* “ HaNsaRD ”’—Vol. IV April 26th to May 14th—Lloyd George 
Budget Speech—29th April, 1909. 

Lupwic, EmiL. (1927.) Bismarck translation. 

FaLk, I. S. (1936.) ‘Security against Sickness.” 

Sicerist, H. E, (1941.) ‘‘ Medicine and Human Welfare.” 

ERDMANN, GERHARD. (1948), ‘“‘ Die Entwickelung der deuts- 
chen Sozialgesetzgehung.” 

BORNSCHEIN-LaMPE. (1953.) Kleine Biirgerkunde.” 

STEIDLE, L, (1951.) ‘‘ Zwei Jahre Gesundheitswesen in der 
D.D.R.”—Pharmazie. 6. 551-553. 

Horssvurcu, P. G., & RAEBURN, H. A. (1946.) ‘‘ Health Prob- 
lems in Berlin. (July, 1945—January, 1946.) ’°—Brit. 
Med. 1. 423-429. 

MeEtvin, J. (1947.) “Public Health—Berlin 1946,”—Brit. 
Med. }. ii. 407-410. 

10 BLONDEAU, M., & Fevrier, P., & GRUNER, J. (1946.) “ L’état 
sanitaire de la population allemande du secteur francais de 
Berlin” —Presse med. 54. 422-423. 

os , & Gruner, J. (1946.) “ L’organisation de la médicine 
allemande a Berlin ; problems professionels et sociaux.” 
Presse med. 54. 802-803. 

“ Gateway to Europe (1952.)—German Federal Ministry for 
the Marshall Plan. 

13 Bauer, W. W. (1950.)—‘‘ Public Health Practices in Ger- 

many.” Amer, Pub Hith. 40. 1072-1076, 

Dr. Conrad. Senator of Health. 
51). 

16 “ Ubersicht iiber die Organisation der Senatsverwaltung fiir 
Gesundheitswesen.”” (1951.) 

18 Berliner Gesundheitsblatt. (1950.) 10th January and 10th 
February. . 

17 “ Aus der Arbeit eines Bezirksgesundheitsamtes (Charlotten- 
burg).” (1950.) 

18 Personal communication Herr Blanke—Ortskrankenkasse— 
Diisseldorf (1951.) 

19 Roserts, J. F. (1952.)—‘‘ The Cost of Health.” 

20 GRUNDY, (1951.) “‘Preventive Medicine and Public 
Health.” 

21 HARDING, W. G. (1949.)—‘ Reorganisation of Health Services 
in British Zone of Germany ”—Lancet ii. 482-484, 

38 one H. E. (1947.)—‘* Medicine and Health in the Soviet 

nion.” 

23 SEMASHKO. (1945.) —‘‘Hygiene in the U.S.S.R.”” Lancet. ii. 

24 “Tuberculosis in the British Zone of Germany.” (1948.)— 
H.M.S.O. 

25 Ross, J. S. (1952.) ‘‘ National Health Service in Great Britain.” 

26 Editorial—Lancet. (3rd March, 1951.) i. 

27 Prausnitz, CARL. (1932.)—‘‘ Teaching Preventative Medicine 
in Europe.” Heath Clark Lectures, 1932. . 

28 Goopman, N. (1951.)—‘‘ Public Health in Western Union,” — 
Bull, Min. of Hith. 10. 

29 TeLexy, L. (1950.)—‘‘ Die Entwickelung der Gesundheits- 
fiirsorge—Deutschland—England—U.S.A.” 

30 Le Presse Médicale (February 2nd, 1952) as quoted by B.M.7. 
of 15th March, 1952, 

31 “ PLE.P. Report.” (1937.) December, 397. 

82 Levy, H. (1944.) ‘‘ National Health Insurance,”—C,U.P, As 
quoted on page 227, 


= 5 
‘ 
: 
, 
4 
ae 
: 
: 
. 
: 
: 


PUBLIC HEALTH, July, 1954 


33 Ibid. page 331. 
Ibid. page 236. 
Ibid. page 348, 
36 Ibid. page 355. 
. Ibid. pages 125-7. 


38 Mac eon, I., & Powe Lt, J. E. (1952.) “ The Social Services : 
Needs and Means.” page 32. 

3® BEVERIDGE, W. (1942.) ‘‘ Social Insurance and Allied Ser- 
vices.” page 408. 

40 Harris, R. W. (1946.) “ National Health Insurance 1911- 
1946,” pages 31-33. 

41 (1946.) Ibid. page 30. 

‘42 (1946.) Ibid. page 32. 


BIBLIOGRAPHY 


1 NEwsHOLME, A. (1931.) ‘‘ International studies on the relation 
between the Private and Official Practice of Medicine. 
With special reference to the Prevention of Disease.”’ Vol. 
Scandinavia, Germany, Austria and Switzer- 
and). 


. (1932.) “ Medicine and the State. The relation 
between the Private and Official Practice of Medicine with 
special reference to Public Health ’’. 


CORRESPONDENCE 
HEALTH EpUCATION—CANCER 
To the Editor of Pusitic HEALTH 


Sir,—I regret the necessity of crossing swords once more with 
Dr. Curnow and it is only the importance of the subject that 
justifies me in asking for more of your valuable space in order to 
answer his letter in the June number. 

Dr. Curnow states that there is no evidence that those who 
come “early ’’ stand a better chance of survival than those who 
delay. I admit that the statistical evidence is small, because as 
I have already pointed out the comparison is generally made on 
the utterly absurd definition of “early,” namely, before six 
months. In spite of this the figures published by Smithers for 
the breast (British Journal of Radiology, Supplement 4) show that 
the percentage of Stages I and II in patients who report before 
six months is 64%, and in those who report between 6 and 12 
months 45%, and the prognosis for five years when the delay 
is less than six months 43°, and when it is between 6 and 12 
months 28%. 

Dr. Curnow goes on to say, ‘“‘ Until there is evidence to show 
that a short history of symptoms provides a better chance of 
survival, propaganda to the public in favour of early treatment 
is not justified. It is for those who believe this to be true to 
produce their evidence.”’ How is the evidence to be obtained 
if cancer education is not justifiable ? 

Dr. Curnow dogmatically states that such tests have been made 
in Canada and America for 28 years without evidence of benefit, 
but produces no figures. I was in the U.S.A. and Canada in 
1949, Although the figures for Massachussetts showed a definite 
diminution in the “‘ delay period ” from 6-2 months in 1935 to 
3:9 months in 1948, these figures applied to all types of cancer. 
The health authorities judged the result by the total mortality, 
which they said had fallen. I could find no figures relating to 
the various accessible cancers, nor to the staging on the cancers. 

We need the answers to five questions :— 

1. Will cancer education result in patients reporting, at an 
earlier date, i.e., with less delay, certain symptoms which may 
be due to one of the accessible cancers? Cancer is an acute 
disease and the maximum delay should be less than one month. 
There is no reason for any delay. 

2. If these symptoms are reported with less delay will a 
significantly greater number of “ early stage” cancers be seen 
at the hospitals for treatment ? 

3. Will such education have any effect in increasing the “ Five 
Year Survival” rate of the accessible cancers? If it produces 
more “ early stage ’’ cases the survival rate is certain to increase. 

4, Will such education have any effect in decreasing the 
mortality rate of the accessible cancers ? 
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5. Will cancer education have a beneficial or harmful effect 
on the psychological outlook of the public concerning cancer ? 
The first two of these questions are the most important. 


I can find no figures in this.or any other country that will 


answer them satisfactorily. I, therefore, plead once more that 
local authorities will try out cancer education concerning the 
accessible cancers on a larger scale so that at least questions | and 2 
can be answered. 
Yours faithfully, 
MALcoLm DonALpson, 
F.R.C.S., F.R.C.O.G., 

Director of Cancer Survey. 

British Empire Cancer Campaign, 
40a, The Shambles, 


York. 


June 1954. 


SOCIETY OF MEDICAL OFFICERS OF HEALTH 
ORDINARY MEETING 


An Ordinary Meeting of the Society was held at the Town 
Hall, Manchester, on Friday, June 18th, 1954, at 2.30 p.m., when 
approximately 60 members were present. The President, Dr. 
C. Metcalfe Brown, was in the Chair. 


1, Minutes—The Minutes of the Ordinary Meeting held on 
April 9th, 1954, were confirmed and ordered to be signed by the 
President. 


2. Election of President for the Session 1954-55.—It was 
formerly reported that under Article 17 of the Society’s Articles 
of Association, the name selected by the Council for nomination 
as President of the Society was Dr. Jean M. Mackintosh, Adminis- 
trative Medical Officer of Health for the Maternity and Child 
Welfare Service, Birmingham C.B. The meeting unanimously 
elected Dr. Mackintosh as President. It was announced that 
Dr. Mackintosh’s installation would be held on Thursday, 
September 16th, at 5.30 p.m., in the Lecture Theatre of the 
London School of Hygiene and Tropical Medicine. 


3. Life Membership.—The following members were elected 
fully paid life members on the nomination of their Branches and 
of the Council : Dr. J. M. Gibson, Dr. M. T. Morgan, c.M.c., 
M.c,, Dr. G. L. Leggatt, 0.8.£., Prof. R. M. F. Picken and Dr. 
M. L. Bery. 


4. Elections —The following candidates, having been proposed 
and seconded, were duly taken into life membership: Dr. 
Elizabeth Anne Bagnall, Dr. Dorothy Maud Green, Mr. Francis 
James Hastilow, L.p.s., Dr. Joan Balfour Marshall Leith, Dr. 
Ann D. MacDonald, Dr. Martin Edward Meekin Herford, 
Dr. Alfred Nelson Pickles, Dr. William R. Plews, Dr. Eileen 
ae Prior, Dr. Margaret Turnbull and Dr. Henrietta Mabel 

ilson. 


5. Address—Mr. Norman G. Fisher, M.A., Chief Education 
Officer, City of Manchester, then delivered an address entitled 
“Is Education Necessary ?’’ (which we hope to report in a later 
issue of Pustic HEALTH. 

Sir Allen Daley and Dr. John Yule briefly proposed and 
seconded a vote of thanks to Mr. Norman Fisher. 

The meeting then terminated. 


EAST MIDLAND BRANCH 
President : Dr. G. H. Gibson (C.M.O.H., Leicestershire). 


“ee Secretary : Dr. J. A. Stirling, p.s.c. (M.O.H., Chesterfield 
-B.). 


A meeting of the Branch was held in the Guildhall, Notiing- 
ham, on Thursday, February 11th, 1954, the President in the 
chair and 22 members present. 

Professor James Mackintosh of the London School of 
Hygiene, gave a paper on ‘‘ Housing and the Family.’ He 
dealt with his subject very fully in an interesting, and at 
times, provocative manner and that his address wa very 
much appreciated was shown by the keen discussion which 
followed and at the close of which Professor Mackintosh was 
warmly thanked on the proposition of Dr. Humphreys 
seconded by Dr. Morgan. 
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NORTHERN BRANCH 
President: Dr. W. G. Patterson (S.A.M.O., Newcastle R.H.B.). 


Hon. Secretary : Dr. W. S. Walton, G.m. (M.O.H., Newcastle 
upon Tyne C.B.). 


A joint meeting of the Northern Branch and the North of 
England Tuberculosis Society was held in the Medical School, 
King’s College, Newcastle upon Tyne, on Friday, February 26th, 
1954. The President of the Branch was in the chair and 25 
members and guests attended 


Prevention of Tuberculosis 


Dr. J. V. Walker (Darlington) opened the joint discussion. 
He first of all discounted any suggestion that medical officers of 
health were critical of new arrangements under the National 
Health Service because they envied the past and desired a return 
to it. Their whole concern was to make the best of the present 
situation and if they recurrently pointed to certain weak spots 
it was in order that they should be eliminated. 

Even more than most diseases, tuberculosis had an extensive 
social context. It was not, therefore, solely a clinical problem, 
but involved in a most intimate manner all the factors of the 
total environment. Thus, a physician fully associated with all 
the sections of the public health department would seem to have 
an advantage over one whose background was almost exclusively 
clinical, In the old days the Tuberculosis Officer, as a full-time 
member of the public health department staff, had such access 
and made full use of it. Methods of social as well as of clinical 
investigation had undoubtedly improved in recent years, but 
there was less certainty that they would be properly applied. 

It remained as true as formerly that whoever understood tuber- 
culosis in all its ramifications understood the whole of preventive 
medicine. Dr. Walker indicated some of the aspects of tuber- 
culosis which illustrated this statement. It was an infectious 
disease with a particularly difficult carrier problem. It was in- 
fluenced by housing, especially overcrowding, by working con- 
ditions and by personal health, with special reference to nutrition 
and self-care. There was also the problem of rehabilitation 
which was more extensive and complex than in respect of many 
other diseases. 

He suggested that the old’ title of Tuberculosis Officer, perhaps 
changed to Tuberculosis Physician, should be used again, since 
the idea of the Chest Physician implied a merely regional 
interest and not an over-all concern with a disease showing itself 
in many other systems of the body and with an epidemiological 
background extending beyond the human species. At all times 
the Tuberculosis Officer has been able to give an expert opinion 
on other chest diseases such as bronchiectasis and carcinoma. 
Whatever the virtues of the title, Dr. Walker concluded by 
saying that the Chest Physician of the future should include 
in his training a period of work in a health department, so that 
he should ensure the development of a horizon wider than a 
hospital wall. 

Dr. C. Verity (Newcastle) said that the subject was a wide 
one and that he would have to confine himself to some salient 
points on pulmonary tuberculosis, One of the striking things 
about this disease was that new notifications still poured in. 
For Newcastle there was little variation over the past few years. 
To get some idea of where they came from and what was the 
type, he had analysed the cases notified in the East End in 1953, 
and of these the records in 157 cases were sufficiently complete 
for assessment as to whether they were “recent” or “old” 
cases, 1.€, present for less or more than 12 months. On this basis 
he had found that 82 cases were of recent origin and 75 had had 
the disease for more than 12 months, It would seem, therefore, 
that there was “ still a lot of mud in the bottom of the barrel.” 

Dr. Verity then considered the possible sources of cases. Deal- 
ing first with house contacts of notified cases, he stated that in 
1930, according to Bradbury, one in eight themselves became 
cases within five years, i.e. the incidence was twelve times that of 
the general population. In 1948/49 the Ministry of Health 
in their Annual Report stated that it was five times that of the 
general population. On this basis from 546 Newcastle cases in 
1947, with an average of three contacts per case, about 200 new 
cases from this source could have been expected by 1952. In 
fact 28 cases only occurred, giving an incidence at the most 
twice that of the general population. House contacts could not 
therefore be looked upon as a large reservoir of cases. 

A person’s day is divided equally into three parts; bed. leisure 
and work; leisure time could not be checked, but he felt that 
the work place of new cases could be investigated, Often this 
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was not in the area of the local authority where the patient 
lived, and therefore a Medical Officer of Health must, to ascer- 
tain the size of the problem, set up a register of work places 
in his area which employ known tuberculosis persons, and inter- 
change this information with other M.O.H.s_ An assessment of 
the position should be possible within 15 months. The action he 
suggested where the incidence was more than in the normal 
population was an approach to the employer with the facts, and 
a recommendation that employees be mass x-rayed. 

Turning next to the notification of cases by general practi- 
tioners, he quoted one which arrived two and a half years late. 
Late notification gave the Health Visitor no chance to seek pre- 
ventive measures and the service became a farce. Hospitals 
were big offenders in this respect, due largely to changes of 
staff, and he felt that the senior clinician involved should be 
taken to task when a delay occurred. 

Dr. Verity then stated that education must play a big part in 
preventing the spread of infection. Firstly the patient must be 
educated in his mode of life and the success of the anti-spitting 
campaign was a case in point. He did not think that night 
sanatoria would be successful, but for the homeless chronic 
infector some provision such as hostels would be advisable. 

Education should be carried beyond the patient. Hospital 
medical staffs should be encouraged to ask for sputum and 
x-rays in all cases of doubt. Nurses should be encouraged to 
keep faces away from patients when bed-making. Final year 
students should attend Chest Clinics to learn the results of treat- 
ment and the dangers of poor supervision. More co-operation 
from the Medical School should be forthcoming. 

As the chief source of cases, general practitioners should be 
offered a first class service which ensured the rapid disposal of 
cases, and a full discussion by means of case conferences or by 
correspondence. This service, however, could be jeopardised by. 
inadequate clerical staff at Clinics, where the ever-increasing 
demand by the Regional Hospital Board for information went 
hand-in-hand with a policy of no staff increases. Persistent 
overtime could only lead to fatigue with a resultant crop of 
mistakes. 

Dealing with treatment, Dr. Verity felt that the aim should 
be to render a patient non-infective, and he doubted the advisa- 
bility of ever discharging a case of pulmonary tuberculosis from 
surveillance. Finally, he mentioned the employment of patients 
and stated that conferences were held with the Ministry of 
Labour Disablement Resettlement Officer on difficult cases. 

At the conclusion of the addresses there was considerable 
discussion among members. 

Dr. White (Sunderland) said that at present only about half 
the positive cases in the community were known, and that as a 
first step, every effort must be made to discover those as yet 
unnotified. He suggested that all out-patients should be x-rayed 
as a matter of routine. The complex of every known case should 
be examined and he pointed out that at present no works con- 
tacts are seen, Dealing with the point that when the present 
holders of Chest Physician appointments die out, the personal 
link with Local Health Authorities will to some extent die out, 
he thought that the public health background would be passed: 
on by physicians to their registrars. 

The need to follow up contacts was illustrated by Dr. Rosner 
(Hebburn) who stated that at Hebburn Health Clinic the exami- 
nation of all the children attending had eventually resulted in 
the discovery of three cases among parents. 50% of all children 
examined were Mantoux positive. 

Dr. Grant (Gateshead) felt that the same routine should be 
adopted for tuberculosis as for any other infectious disease: 
local authorities had the power to prevent the spread of the 
disease but did not dare to use it. He felt that penal methods 
and compulsory segregation of known infectors would go a long 
way towards solving the problem. 

Dr. Rowlands (Gateshead) thought that general practitioners 
should be urged to send their patients to Chest Clinics even 
with the vaguest of symptoms, 

Summing up, Dr, Walker said that the discussion showed the 
agreement between Chest Physicians and Medical Officers of 
Health of the necessity for adequate information and that co- 
operation was essential. Intensification of the mass X-raying 
of the population most at risk should be aimed at; old chronic 
cases not amenable to treatment presented a problem which: 
could be solved by health education, failing which, segregation 
provided the only other alternative. 

Dr. Verity pointed out that compulsory treatment would mean 
more sanatorium beds which were certainly not available at 
present. He also said that following contacts and cases into 
their working places would raise ethical problems, e.g. should 
employers be informed, He suggested that the B.C.G. testing 
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of children should take place between 6 and 12 months, before 
the child is mobile. 


A meeting of the Branch was held at Elswick Grange, New- 
castle upon Tyne, on Friday, March 19th, 1954, Dr. H. J. Peters 
was in the chair and 13 members attended. 

The Hon. Secretary stated that Dr. Hughes did not wish to 
compete for the Neech Prize but that members would have the 
opportunity of reading her paper when it was published. 

Local Medical Societies: e Hon. Secretary reported a com- 
munication from the Newcastle upon Tyne and Northern Counties 
Medical Society, suggesting the interchange between local 
medical societies of information regarding programmes. The 
principle was agreed and the Hon. Secretary was empowered to 
take any initial action necessary. 

Representation on Council: It was pointed out by the Hon. 
Secretary that in accordance with the new Articles of Associa- 
tion, the Branch, which was entitled to only one representative 
on the Council, could now also appoint a deputy. It was agreed 
that this appointment be deferred until the Annual Summer 
Meeting. 

Members were then addressed by Mr. P. C. G. Isaac, Lecturer 
in Civil Engineering, Public Health Engineering Laboratory, 
King’s College, on “ Atmospheric Pollution—Its Effects, Measure- 
ment and Elimination.” 


NORTH WESTERN BRANCH 


President.—Dr. S. C. Gawne (C.M.O.H., Lancashire). 
Hon. Secretary.—Dr. J. S. G. Burnett (M.O.H., Preston C.B.). 


Annual Dinner 


A dinner was held, under the Presidency of Dr. S. C. Gawne, 
at the Grand Hotel, Manchester, on Wednesday, February 
24th, 1954, when 59 members and guests attended. 

Among the guests were Profs. W. I. C. Morris and A. W. 
Downie, of Manchester and Liverpool Universities respectively, 
Dr. F. Hall, the newly elected Medical Secretary of the Society, 
and Mr. L. B. Corner, President of the Public Dental Officers 
Association. 

The company was entertained by Prof. Morris’s personal 
recollections of the duties of a colonial medical officer of 
health and its appetite was left completely unsatisfied by a 
partial disclosure of the nocturnal habits (circa 1920) of the 
students of a certain northern university. 

The demoralising influence of golf on the otherwise irre- 
proachable character of a past-President of the Society was 
the subject of serious discourse and despite a stout defence of 
his predecessor by the present incumbent the dinner ended 
in some slight confusion. 


An ordinary meeting of the Branch was held at Liverpool 
on March 12th, 1954, when 37 members attended. 


Hospital Accommodation for the Aged Sick 


Dr. T. Lloyd Hughes, Senior Administrative Medical Officer 
of the Liverpool Regional Hospital Board then opened a dis- 
cussion on ‘‘ Provision and appropriate utilisation of hospital 
accommodation for aged sick.’’ 

The speaker considered the matter to be a pressing problem 
of joint interest and only by cooperation could the resources 
be used to the best advantage. The right form of adminis- 
tration was in itself not enough, however. There was a need 
also for the right support. * The problem was not only aggra- 
vated by the tripartite structure of the National Health 
Service Act, together with the National Assistance Act, but 
also from the increased expectation of life, so that whereas 
in toor there were 2,500,000 people over 65, in 1953 there 
were 5,500,000 and by 1975 it was estimated there would be 
8,500,000. 

On the question of the allocation and appropriate use of 
beds the speaker made three points : — 

(rt) Are general practitioners sending too many old 
people to hospital at the present moment? 

(2) Is enough accommodation provided, and 

(3) Is there adequate Part III accommodation and is 
it being used to the best advantage? 

On the second question, on which he felt competent to 
speak, he referred to the optimum figure of geriatric accom- 
modation as envisaged in 1948 as 1°5 beds per 1,000 of the 
population. The national figure was 1-3 and the Liverpool 
region was 0:99. 

n Liverpool accommodation seemed to be adequate in the 
summer-time but there was fairly heavy pressure on the 
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accommodation during the winter months. The position could 
be materially, altered by a variety of factors, for example, the 
influenza epidemic of 1951 resolved the accommodation prob- 
lem for about a couple of years. 

Dr. Hughes then referred to the reasons for having old people 
in hospital and said that the national hospital policy demanded 
adequate facilities for acute illness amongst the aged, facilities 
for assessment of initial care and longer term care in geriatric 
wards, long stay annexes for patients not fit for home or 
hostel and psycho-geriatric accommodation for the senile 
dements. As to the position in the Liverpool region, action 
was limited by time and finance, but a long-stay annexe for 
senile dements was likely to be opened in the near future. 

An increased turnover of beds had been achieved by active 
treatment and rehabilitation and there was close cooperation 
with other agencies, particularly the local authority. 

The President referred to the excellent team-work that 
existed in the Liverpool region and Dr. Lobban referred to 
the difficulties associated with the establishment of half-way 
houses. He thought that local authority hostels should have 
an assistant nurse and that a resident should not be moved 
out of the hostel to die in hospital accommodation. There was 
a need for the personal touch in facilitating the transfer of 
patients in and out of hospital. 

Dr. F. T. H. Wood, speaking from the point of view of a 
retired medical officer of health, who was now actively engaged 
as chairman of a hospital management committee, made some 
interesting comments on the problems arising at management 
committee level. He thought it was worth while approaching 
medical committees to ascertain the number of patients in 
sick wards who could be released in order to admit more urgent 
cases and thought that some local authorities could well make 
provision for the chronic cases, whilst there was a need for 
the prolongation of useful work by individuals who had 
reached the statutorily defined limit of old age. 

Dr. Davies referred to Liverpool’s experiments with the 
provision of facilities for the frail ambulant and to the very 
serious difficulties in handling this problem. 

Dr. Madge transferred the discussion to philosophical levels 
with comments on family responsibility. 

Dr. Hailwood referred to the difficulties suffered by some 
general practitioners in obtaining hospital accommodation for 
chronic sick suffering from some superimposed acute con- 
ditions and@ to the difficulties experienced in caring for chronic 
sick in the hostel. 

Dr. Lloyd Hughes replied to the many questions put to 
him and thanked the company for the expressions of good- 
will made on their behalf by Dr. F. T. H. Wood, who was 
the senior past-president in attendance and whose membership 
of the Society dated back some 35 years. 


An ordinary meeting of the Branch was held in the Town Hall. 
Manchester, on Friday. April 2nd, 1954, when 40 members and 
guests attended. Dr. J. Innes took the chair in the absence of 
the President. 

The chairman then introduced Prof. Fraser Brockington, 
who, under the title of “ Training for the D.P.H.,” gave his views 
on the subject and expanded the content of the report which 
has now become the policy of the Society. 

A vigorous discussion took place on the removal of the two- 
year qualification limit, on financial aid during training, occupa- 
tional health, experience in general practice and the importance 
of education in human relationships against training in technical 
subjects, in which Drs. Jeremiah, Crewe, Crawshaw and 
Maclachlan were prominené. 

Dr. Roberton thanked Prof. Fraser Brockington on behalf 
of the assembled company for his lucid exposition of the posi- 
tion, and for the hopeful prospect he had outlined for the future 
of the public health. 


SOUTHERN BRANCH 
President: Dr. I. B. Lawrence (M.O.H., Dorchester M.B. & 
R.D.). 


ee Secretary: Dr. E. J. Gordon Wallace (M.O.H., Weymouth 
B.). 

A meeting of the Branch was held at the Little Testwood 
House Hotel and Country Club, Totton, Nr. Southampton, on 
Thursday, October 29th, 1953, 17 members attending. 


Presidential Address 
Dr. S. Chalmers Parry, the retiring President, installed Dr. I. 
B. Lawrence, Medical Officer of Health for the borough and 


me 
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rural district of Dorchester, ag President of the Branch for the 
session 1953/54. Dr. Lawrence thanked the members for the 
honour conferred upon him and expressed gratitude to Dr. Parry 
for the excellent work he had done during his year of office. 

Dr. Lawrence then gave his presidential address on “ The 
Past, Present and Futyre of the District Medical Officer,” in 
which he traced the duties over the past 73 years, with examples 
and some amusing anecdotes from his own district. In_ the early 
days, the duties of a District M.O.H. were performed by a part- 
time M.O.H. but subsequently the Ministry of Health encouraged 
full-time M.O.H.s, such appointments being combined appoint 
ments as Assistant County Medical Officers and District Medical 
Officers. Prior to the 1939/45 war, the M.O.H. spent the greater 
part of his time on housing—clearance areas and demolition 
orders water supply schemes and drainage. In those days out- 
breaks of diphtheria and typhoid were not uncommon but immu- 
nisation schemes were brought into force—Dr, Lawrence recalls 
one day when he and a colleague immunised nearly 1,000 
children, 

He thought that during the present-day era the M.O.H. was 
spending too much time in organising services which could weil 
be undertaken by a lay person, thus releasing the M.O.H. for 
duties more in keeping with his profession, The accent of the 
future should be prevention rather than cure and on domiciliary 
inspection rather than hospital supervision, particularly as far 
as mental defectives are concerned. 

It was suggested that the time had come for the review by 
the Society of the work undertaken by all District Medical 
Officers and for more serious discussion on the prevention of 
diseases. 


The Future of Local Authority Health Services 


In opening a discussion on this subject Dr. Randall Martin 
referred to various suggestions for possible re-organisation made 
by the President of the Society (Dr, Metcalfe Brown), Sir Allen 
Daley, Sir Frederick Messer and Professor Leslie Banks, and he 
discussed the relative merits of each suggestion. 

Dr. J. Hutton, the next speaker, stressed the importance of 
fostering the spirit of sound local government in areas of man- 
ageable size and whose geography and population type constitute 
natural spheres of publicly -organised activity. There was un- 
fortunately a strong body of opinion supporting an arrangement 
whereby the local health office would be no more than an out- 
post of a new “ Ministerial Empire” embracing all medical 
services—hospital, general practitioner and public health. 

The questionable desirability of this arrangement was to be 
seen in the reactions of many working in general practice, the 
hospital service and the Civil Service. Surely, there was never 
perpetrated such a frustrating enslavement of any profession 
Let this serve as a reminder to all who would prance through 
the clicking turnstiles of State management by remote control. 

He would much rather that we remained as the rather scruffy 
sparrows of our noble profession, with all the fun, frolic and 
fight that the simile implied, than suffer the indignity and 
ignominy of becoming stuffed birds in a cheap gilded cage of 
immunity. The zoos throughout our country constituted an 
awful warning, no better expressed or taught in any of our 
great seats of learning, of the fate of those who listened to the 
canting claptrap of some of our present-day utopians. 

The fires of pioneering enthusiasm might indeed be burning 
low nationally, but there were still embers that could be fanned 
into active combustion. We must work, not as prisoners within 
the narrow confines of the sectional cells of any National Health 
Service Act, but stretch out to tap the resources of all who seek 
to promote the establishment of the physical, mental and spiritual! 
health of the people. We must seek to establish the spirit of the 
neighbourhood unit in our midst so that the mutual compassion, 
still seen in some of our more rural areas, can once more 
sweeten and refresh the empty sophistication of the urban 
conglomerations. 

In Dr. Pearson’s view the local health authority had no future 
but the position of the District Medical Officer of Health was 
quite secure. Dr. MacDougall pointed out that financial con 
siderations must play a very big part in any future re- 
organisation of the health and medical services. 

Various views were put forward by Drs. Muspratt, Wallace, 
Chesney, Farmer and Hall, the latter referring particularly to 
the possibility of a resuscitation of the principles laid down in 
the Willink White Paper and to an outline of the duties of the 
Medical Officer of Health contained in a Memorandum prepared 
a year or two ago by the Yorkshire Branch of the Society. 

The President thanked Dr. I. A. MacDougall for having made 
such efficient local arrangements for this meeting. 
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A meeting of the Southern Branch was held at the General 
Hospital, Southampton, on Tuesday, February 23rd, 1954. 
The President was in the chair and 12 members attended. 

The Hon. Secretary reported the death of Dr. A. H. Wilson. 
A letter of condolence had been sent to Mrs. Wilson. 

The members heard with deep regret of the death of Sir 
George Elliston and the Hon. Secretary was requested to write 
to Mr. Lewis Elliston to convey the Branch’s sympathy and 
their great appreciation of the magnificent work which Sir 
George had done for the Public Health Service. 

The Hon. Secretary reported that the Memorandum pre- 
pared in June, 1950, by the Yorkshire Branch of the Society 
on the Duties of a Medical Officer of Health, a copy of which 
he had been requested to obtain by members at the last 
meeting of the Branch, had been received but as this was 
somewhat lengthy, it was decided‘to wait until this document 
was re-issued in an abbreviated form in the near future. 

A letter dated January 1st, 1954, was read from Dr. G. H. 
Pringle, Hon. Secretary of the County District Group, request- 
ing the Branch Sub-Group to nominate a member to serve on 
the Executive Committee for the year 1954/55. It was 
unanimously agreed that Dr. D. J. N. McNab, Medical 
Officer of Health for Christchurch, should continue to represent 
the Sub-Group. 

The Hon. Secretary, as Branch representative on the Council 
of the Society, gave a brief résumé of the business discussed 
at the Council meeting at B.M.A. House on Friday, February 
toth, 1954. - 

Clinical Case of Interest.—Dr. Chalmers Parry described the 
complicated and interesting history of a three-and-a-half-year- 
old boy, whose mother had had German Measles and erysipelas 
of the face when she was five months pregnant, followed a month 
later by toxaemia of pregnancy. After a premature confine- 
ment, the child was in an oxygen tent for a prolonged period 
and at the end of approximately two years was reported to 
have bilateral lenticular degeneration. 


A Co-ordinated Scheme for Home and _ Hospital 
Care of the Aged Sick 


Dr. E. B. Brooke, M.S., St. Helier Hospital, said he would 
like to discuss the care of the aged sick from the hospital 
point of view in order to promote discussion among members 
when they could put forward their views from the local 
authority side. 

Geriatric medicine divided itself into three headings, the first 
and most important aspect being preventive medicine, As this 
came within the province of the local authority, the solution 
of the problem of the care of the aged sick seemed to be a 
domiciliary one. 

The second aspect was administrative from the medical point 
of view—this entailed the right use of all hospital beds. The 
first and foremost priority for admission to hospital was given 
to those patients who required urgent medical or surgical 
treatment, and who could not be dealt with as out-patients. 
Where it was at all possible, patients were kept in their own 
homes under the supervision of the general practitioner and 
district nurse. In cases where old people were looked after by 
relatives, arrangements were sometimes made whereby the old 
people were taken into hospital for two or three weeks in order 
to give their relatives a rest. Hostel beds would seem to be the 
answer for long-stay cased now occupying urgently needed 
hospital beds. These hostels would need to be adequately 
staffed with qualified nurses and with a warden on night duty 
—either a trained nurse or someone with nursing experience. 

The third aspect of geriatric medicine was the clinical side, 
which was the smallest facet of the whole question. The ~ 
problem of the aged was not one of acute illness but one of , 
infirmity. Sheldon’s Wolverhampton survey indicated that 
of those people who were 65 and over, only 10% were 
completely bedfast and in need of specialised treatment and 
hospital care: 66% were completely independent and self-sup- 
porting and the remaining 24% were those old people who were 
too well to require a hospital bed, vet not well enough to look 
after themselves. If the problem were to be solved as a 
domiciliary one, it was this 24% who should be concentrated 
upon, in order to keep them from slipping into the 1o% 
category. 

There should be a three-fold attack on this problem—firstly 
by helping to preserve the independence of old people; secondly 
by helping to assist the family in caring for aged relatives. 
without destroying the sense of family responsiblity, and 
finally by helping old people to bridge the gap between official 
old age at 65 and natural old age. 
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A discussion on Dr. Brooke’s paper was opened by Dr. 
Simonds followed by Dr. Lisney, who thought that housing 
authorities should build groups of old people’s dwellings with 
a warden in charge or the lines so successfully pioneered by 
the Sturminster Newton rural district council. Dr. Lisney 
also mentioned the possibility of more use being made of 
cottage hospitals for the accommodation and treatment of the 
aged sick. 

Almost all of the members raised points, some of these being 
as follow: — 

Dr. Bacon thought that if the retirement age were to be 
raised from 65 to 70 years, it would probably mean five more 
healthy years instead of five years of senility; Dr. McKenzie 
mentioned the wider use of meals-on-wheels; Dr. Lawrence— 
the question of Duplex houses; Dr. Glen—the unwillingness 
of old people to be uprooted from their familiar surroundings. 
Dr. Brooke replied fully to the various questions raised during 
the discussion. 

Tea was afterwards provided by the hospital authorities 
and on the proposition of the President a very cordial vote of 
thanks was accorded to Dr. Brooke for having made such 
excellent arrangements for the meeting. 


WELSH BRANCH 

President : Dr. G. McKim Thomas (M.O.H., Cardiff R.D.). 

Hon. Secretary : Dr. R. T. Bevan (Dep. M.O.H., Glamorgan- 
shire). 

A meeting of the Branch was held at Rhydlafar Orthopaedic 
Hospital on February 12th, 1954, when there were 19 members 
present. 

Mr. Nathan Rocyn-Jones, in welcoming the Society to Rhydlafar 
Orthopaedic Hospital, pointed out the valuable part local authori- 
ties had played in the development of orthopaedic services. 

Members were then conducted to the Children’s Wards and 
cases were demonstrated. 

Mr. Dillwyn Evans showed a number of children suffering 


’ from congenital dislocation of hips. Progress in the patients was 


demonstrated by x-ray photographs and the modern methods of 
treatment were discussed. Of particular interest was a child 
undergoing treatment for a traumatic dislocation of hip which 
had not been diagnosed until five months after the injury. The 
resultant effect on the head of the femur was shown to be com- 
parable with Perthes’ disease and treatment would have to be 


- lengthy to prevent further damage. 


Mr. Wilson showed one child with a tuberculous hip joint 
and another with a septic arthritis of the hip. The method of 
identifying the causative organism was explained and the sub- 
sequent treatment was discussed. 

Mr. Meurig Williams demonstrated a boy who had had haemor- 
rhages into his joints which had resulted in arthritis followed by 
deformities. The boy was a haemophilic, which complicated the 
therapeutic measures practicable in the correction of deformities. 

Two children with multiple deformities were also seen, one 
of whom had been in hospital since birth eight months ago. 
The other child was aged séven and had had treatment over many 
years and was now able to walk with the aid of crutches. 

Mr. Nathan Rocyn-Jones showed a number of cases among 
whom was a spastic. The importance of correcting deformities 
in order to obtain a functionally useful result was emphasised. 

Mr. Wilson then demonstrated a girl aged 15 years who.was 
undergoing treatment for idiopathic scoliosis. The onset of the 
deformity was at 12 years of age. A most interesting series of 
x-ray photographs illustrated the progress that has been made 
during treatment. Bone grafts had been made use of during the 
final stages of treatment. 

Mr. Dilwyn Evans showed a girl who had an osteomyelitiS 
of the upper end of the femur which, on account of the involve- 
ment of the hip joint, had presented itself as a septic arthritis. 
Treatment was likely to be prolonged because of the danger of 
fracture. A general discussion on osteomyelitis followed—the 
methods of treatment and the possibility that the infection varies 
in virulence at different times. Mr. Dillwyn Evans was under 
the impression that at present more severe cases were being seen 
than a few years ago. The part played by drug resistant organisms 
was also considered. ; 

Members of the Branch were then conducted on a tour of the 
hospital including the nurses’ quarters, the operating theatres, 
physiotherapy and occupational therapy departments. 

Dr. Alun Evans and Dr. A. E. Roberts moved a vote of thanks 
to the orthopaedic surgeons, the matron and nursing staff for a 
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most instructive and enjoyable evening. ‘The importance of a good 
liaison between hospital and local authority services was stressed. 
It was hoped that another visit to the hospital could be arranged 
on a future occasion. 


WEST OF ENGLAND BRANCH 


(Joint Meeting with Tuberculosis Group) 


President: Dr. James Macrae (Res, Phys., Ham Green Hospital, 
Bristol). 


Hon. Secretary: Dr. R. H. G, H. Denham (M.O.H., Bathavon, 
Frome). 


A joint meeting of the West of England Branch with the 
Tuberculosis Group was held in the Reception Room, Bristol 
University, on Saturday, January 9th, 1954. 


Miniature Mass Radiography 

Dr. E. E. Mawson, Director, M.M.R. Unit, South-West R.H.B., 
began by tracing the history of mass radiography in the South- 
West region. It started in July, 1944, when one unit was allo- 
cated by the Ministry of Health to the Bristol health authority, 
after a team of six had spent a month in training at the 
Ministry’s Unit. 

The Ministry, alarmed by the sudden rise in tuberculosis 
during 1941, when large sections of the population were crowded 
in air-raid shelters, asked advice from the Medical Research 
Council, The reply was that the early cases should be detected 
and mass radiography was the way to do it. In those days the 
policy was to x-ray as many people as possible, particularly 
those employed in blacked out factories making weapons of 
defence. Since then the policy had veered somewhat to the pre- 
ventive side. Larger numbers were done but the tendency was 
to go where the need was greatest. ; 


The need of the factories was not as great as it was: moreover, 
now that they were no longer blacked out and poorly ventilated, 
the conditions were much healthier. The advantage of going 
to factories was that people would come in their employer's 
time but nor in their own, and so we got large numbers, 
especially of young people, who would be unreachable by other 
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methods. The examination of contacts showed that infection 
more frequently took place in the home than in the factory. 

It was felt that the groups having the greatest claim were : — 

(1) Contacts: These were done in Bristol and in any area 
where the chest physicians had no facilities for doing their 
own. This, it was realised, was not an ideal procedure. as 
contacts who were kept waiting until the area was visited 
developed a false sense of confidence. This was owing to 
their not showing any immediate symptons following the 
discovery of a case in their homes with the resul¢ that they 
failed to attend for examination. ; 

(2) School Leavers before they were absorbed into in- 
dustry. While producing a smaller percentage of active 
cases than the next age group, they still provided enough 
to justify the procedure. 

(3) National Service Recruits: Of these as many as pos- 
sible were done, but until a static unit is obtained so that 
they can be sent on the day that they have their medical 
examination, it is unfortunately impossible to do them all. 
Last year 4,180 young men from a radius of 40 miles rounc 
Bristol went into the Forces unexamined. 

(4) General Practitioner's cases: The aim was not to take 
patients with chest symptoms who should be referred to the 
Chest Physicians, but the debilitated and tired persons who 
had no symptoms suggestive of tuberculosis. They provided 
a fruitful source of new cases. 

(5) Emergency Surveys: A point had always been made 
of fitting these in as quickly as possible, though it usually 
meant stealing the lost day of a pre-arranged survey and 
the first day of the next. : 

Emergency surveys done this year had been :— 

(i) A school where a master was found to have active 
tubercle. The whole school was done, and one boy 
with early tubercle was found to have a positive sputum. 

(ii) A school were a girl with communicable tubercle was 
discovered, Again the whole school was x-rayed, this 
time with negative results. 

(iii) A residential school where an infected master was 
found. One early primary case only was discovered. 

Altogether in the past twelve months 14 unpremeditated sur- 
veys had been fitted-in in compliance with requests following 
upon detection of infection. 

(6) X-raying of Mantoux positives. 

(7) Special risk groups: These had always been done:- 
(a) Mental hospitals and mental deficiency colonies—inci- 
dentally it was interesting to note the difference in prognosis 
between these two groups. . 

(b) Prisons. 

(c) Factories where some industrial hazard had been 

expected. 

Finally, there was the work waiting to be done, and there was 
plenty of it. It was felt that an apology was due to many 
medical officers of health whose requests for surveys had not 
as yet been met, but to make it would be tantamount to apolo- 
gising for one’s employers, the Regional Hospital Board, who 
had not as yet been able to supply a static unit and thereby 
release a mobile unit to do the work that was asked for. 

Dr. F. J. D. Knights, C.P., Gloucestershire, said that the chest 
physician was apt to feel a sense of frustration owing to a con- 
flict of loyalties. He thought that the value of mass radiography 
as a public health measure lay chiefly in the diagnosis of tuber- 
culosis and thus the other findings, while of great interest (‘isc 
physician and surgeon, were merely by-products which in them- 
selves did not justify its use. The organisation should be on a 
regional basis as at present in order to avoid parochialism, but 
there was room for improvement in the South-West Region. It 
was important that both the status and remuneration of thx 
Director should be adequate and that there should be complete 
integration with the chest clinics. In his opinion the open 
public session was a profitable measure but there was a changing 
view-point as to how oftén the investigations should be carried 
out in the future. He considered that in the case of young 
women it should be done every six months, while in older people 
a two-year interval might be enough. The case figures shou!d be 
carefully co-ordinated and correlated with those of the public 
health departments and there was need for more intelligent 
analysis of these figures. As regards notification of minimal 
cases this should be done in respect of young women between 
18 and 25 years of age. 

Dr. Knights discussed the compulsory approach and thought 
this might be carried out in certain groups. He was greatly in 
favour of “insurance” approach. He thought a big firm night 
first be 2 hepa to carry out a scheme of insurance which if 
successful could be adopted on a national scale. 
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Mr. R. H. R. Belsey, thoracic surgeon, South-West Region, 
thought that one of the main problems that confronted the chest 
surgeon in dealing with thoracic malignant disease was that of 
case-finding, and that he was just beginning to see the results of 
mass radiography in this direction. Bronchial carcinoma could 
be diagnosed at an early stage, earlier than most malignant 
diseases, as a growth the size of a pea could give rise to 
symptoms, Successful early diagnosis therefore depended on 
recognition of these early symptoms, but the results had been 
disappointing as in One series only one case was found among 
14,000 examinations, On the other hand the prognosis in cases 
referred from mass radiography units was usually more favour- 
able. He thought the key to the problem was the interpretation 
of the film and that all miniatures should be seen by clinicians 
as well as by radiologists. The three groups of cases that aroused 
suspicions were peripheral shadows, segmental collapse, and 
hilar shadows. 

Once suspicion was aroused the next step was bronchoscopy 
and tomography, then the out-patient bronchoscopy unit. Mr. 
Belsey deplored the policy of wait and see, and considered that 
mass radiography could help considerably by carrying out 
periodic surveys, six-monthly in certain cases. Also patients 
should be encouraged to report early a and general 
practitioners to recognise them, There should be more facilities 
for providing general practitioners with x-ray reports and for 
prompt treatment of cases. In tuberculosis mass radiography 
had had a profound effect on the surgeon’s attitude as earlier 
diagnosis had enabled the surgical programme to be shorter and 
less unpleasant. 

Dr. A. M. McFarlan, epidemiologist for tuberculosis, Bristol 
C.B., stated that to find, isolate, treat, educate and rehabilitate 
the infectious case was the time-honoured programme for the 
prevention of tuberculosis. The epidemiological approach to 
case finding became more important in a community as infec- 
tion with the tubercle bacillus occurred less often and in older 
age groups. X-ray examinations should be concentrated especially 
on groups where infectious cases were common. 

The most important group was the contact of a diagnosed case 
particularly if infection had been fairly recent as with cases of 
primary tuberculosis, pleurisy or meningitis. In addition to the 
household contacts, examinations should include frequent visi- 
tors to the patient’s house, other close associates and relatives. 
Another important group was the home contacts of children 
found to be tuberculin-positive. Chest x-rays of cases referred 
by doctors and of hospital in-patients and out-patients had given 
high yields of unknown cases. Consideration should be given to 
occupations with a high infection rate as, for example, workers 
exposed to dangerous dusts, young nurses and medical students, 
clerks in offices, barmen and workers in large factories. Intensive 
investigation of employees was advisable where the presence of 
infectious persons was suggested by entries on a card index of the 
place of work of new cases or by a high incidence of new infec- 
tions in persons previously examined. 

Spot maps of new cases or a high incidence of new cases or 
positive tuberculin tests might draw attention to localities or 
communities where infectious cases existed. The age and sex 
incidence of new cases might suggest investigation of other groups 
than the usual young men and young women and elderly men. 
Pregnant women deserved special consideration. 

Other groups might profitably be x-rayed if they yielded many 
early cases which could be prevented from becoming infectious. 
Examples were the follow-up examination of contacts, tuberculin 
positive children, young men and women and immigrants to 
towns. 

In yet other groups the justification for x-rays was the danger 
of spread of infection from an open case, School teachers might 
be cited here, as might nursery nurses, parents of young children, 
National Service recruits and school leavers. 

Getting people to attend for x-ray was easiest if appointments 
could be offered by the Tuberculosis Visitor for a convenient 
time soon after her first visit to a family. More effort was re- 
quired to secure attendance if there was delay and if the choice 
of time was limited. The public must be taught that early 
diagnosis gave the best chance of cure, that early tuberculosis 
might be present without symptoms, and that welfare services 
provided assistance, if needed, while a patient was under treat- 
ment for tuberculosis. It was better to suggest that other mem- 
bers of the family might have been infected as well as the patient 
or tuberculin positive child than to point out that one of them 
might have been the source of infection. 

It was by the co-operation of the Medical Officer of Health 
with the Chest Physician and the Director of the M.M.R. Unit 


(Concluded on page 170) 
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that the best use of mass radiography would be made and the 
“jnfector pool” most quickly drained. 

Dr. R. L. Midgley, physician superintendent, Hawkmoor Chest 
Hospital, whose paper was read in his absence, considered that 
mass radiography was perhaps the most important case-finding 
instrument which had been put into the hands of the Tubercu- 
losis Service in the last ten years. He felt that the time had now 
come to consider in the light of the experience gained whether 
we were using this instrument to the best advantage, and if not 
what changes we should make. 

Mass radiography could be useful in three ways:— 

(1) It was a good way of case finding amongst those mem- 
bers of the population who considered themselves to be 
healthy and so saw no reason to consult a doctor. ; 

(2) It could provide the chest radiography necessary for 
the examination of tuberculosis contacts and persons with 
suspicious _— on a scale quite out of the reach of 
hospital and clinic radiological facilities. 

(3) It was a ‘good way of dealing with the emergency 
problems connected with the discovery of an infectious casc 
of tuberculosis in a school or similar community. 

Our Mass Radiography Service had demonstrated its ability 
to deal with this last item, and its methods called for no other 
comment except congratulation. 

The first item had been tackled in three ways: (a) Intensive 
surveys of selected geographical areas; (b) surveys of industrial 
and similar communities; (c) open sessions. 

For various reasons (a) had not given an adequate return for 
the effort expended. The value of (c) was open to question, but 
(b) had proved to be a most valuable and efficient undertaking. 

The success of the second item depended on there being an 
adequate service which could not yet be said to be the case. lt 
had undoubted possibilities, and was well worth while 
encouraging. 

He submitted that mass radiography had demonstrated its 
value as a diagnostic procedure on a large scale. Its best use in 
the foreseeable future was to be found in surveys of industrial, 
scholastic, and other readily accessible communities together 
with the development of a service for general practitioners. 

He also submitted that the benefits to preventive medicine 
derived from mass radiography were the result of its primarily 
diagnostic nature and for this reason administration of the ser- 
vice was in the province of the Regional Hospital Board. 

A full discussion followed and a vote of thanks for an inter 
esting and instructive afternoon was moved by Dr. Harper and 
carried with acclamation. 


MATERNITY AND CHILD WELFARE GROUP 
President : Dr. Mary Fisher (Sen. M.O.M.C.W., Oxford C.B.). 
Secretary : Dr. Doris Craigmile (M.O.H., Birmingham 
Hon, Asst, Secretary : Dr. Mary Paterson (M.O., London C.C.). 
Problems of Child Neglect > 


A general meeting of the Group was held on December 4fh, 
1953, with the President in the chair. Dr. Mary Sheridan, to 
pe _Children’s Department, Home Office, spoke on the above 
subject. 

Dr. Sheridan explained that being interested in this problem 
she had tried to study the mothers who were neglectful and to find 
some of the underlying causes. She had been given facilities for 
doing so at the homes which have been opened for rehabilitation 
and training, principally ‘‘ Mayflower,’ Plymouth, and Spofforth 
Hall, near Harrogate. She had been able to examine the mothers 
fairly systematically and had done intelligence tests on nearly all 
who had been admitted during the past six years on probation. 

She emphasised that although to date she had studied 0 
mothers in some detail, all of whom had been found guilty of 
neglect, she had never found a cruel one. The main cominon 
factor was the lack of intelligence. She suggested that where a 
low I.Q. is associated with an unstable personality, ordinary 
schooling and social adaptation is so difficult that such people 
usually find their way into special schools and institutions. Where, 
however, a low I.Q. is combined with a stable personality, life 
in normal society is possible and probably desirable, but it is 
among mothers of this type that neglect occurs when their domestic 
responsibilities grow to large for them. A striking feature she 
observed was a sort of moral apathy. As conditions became worse 
the mother made less and less attempt to cope with her surround- 
ings and apparently gave up trying. Very often there is an 
inadequate family background and a mother would explain her 
failure to cope by saying that she had no mother of her own and 
no one to turn to for advice and help. 
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The mothers selected for this training all had homes and 
husbands, but they had often led irregular lives. They showed 
marked emotional as well as mental immaturity. The husbands 
tended to be inadequate personalities and many were of low 
intelligence. 

As far as the children were concerned the problem had two 
manifestations : physical neglect and lack of social adaptation. 
They seldom suffered from lack of affection. ‘The mothers had no 
idea how to feed their babies, how to clothe children, how to 
train them, nor how to deal with minor ailments which were very 
common. ‘The results were most marked in young babies who 
were entirely dependent on their mothers. When the children 
began to walk and were able to digest a mixed diet they seemed to 
manage to obtain food for themselves and made better progress. 
Once they went to school and had school milk and meals then the 
improvement in their condition was marked. 

Dr. Sheridan showed a most interesting film-strip which, she 
had made herself, illustrating the way in which mothers with their 
young children were trained and had their physical condition built 
up in the homes. The teaching is kept very simple and is entirely 
on “ learning by doing” lines. The equipment used is more or 
less that of an ordinary home. An attempt is made to create self- 
respect and a pride in themselves and their families. Much 
depends on the patience and example of the wardens and staff, 
to whom Dr. Sheridan paid a warm tribute. 

After answering a number of questions, Dr. Sheridan emphasised 
how much more realistic and constiuctive an attempt this was 
to deal with a social problem than giving prison sentences, and 
one which she hoped would in time produce good results, although 
she considered that these homes provided only one solution to 
the complex problem of child neglect. She said she would 
welcome information concerning other schemes, especially those 
which aimed at tackling the problem in the family unit itself. 


Refresher Course, London 


The Group held a Postgraduate Refresher Course at the Lon- 
don School of Medicine for Women during the week April 5th to 
9th, 1954. 

The mornings were devoted to lectures from Dr. C. O. Carter, 
Research Fellow in Genetics; Dr. A. J. Dalzell Ward, Deputy 
Director, Central Council for Health Education; Miss Edith 
Whetnall, F.R.c.s., Director of the Audiology Unit, Royal 
National Ear, Nose and Throat Hospital; Mr. Norman Mortis, 
Obstetrician, University College Hospital, and Mr, J. Duncan 
Murdoch, Obstetrician, The Hammersmith Hospital; Mrs. Rob|n- 
son, Chairman, West London Juvenile Court, and Miss Inman, 
Probation Officer. 

In the afternoons, grofips of members visited the Paediattic 
Units in the Whktington Hospital and at Great Ormond Street; 
the Audiology Unit of the Royal National Ear, Nose and Throat 
Hospital; the Obstetric Department of the Hammersmith Hos- 
pital, and the South London Blood Transfusion Centre at Sutton. 

On the evening of April 8th, a cocktail party was held by the 
Group at B.M.A. House, to which the lecturers were invited. 

Seventy-five members attended the whole course. 


BOOK REVIEW 


The Conquest of Plague. By L. Fabian Hirst, M.b. (Pp. 478 
Price 42s.) Oxford : Clarendon Press. 1953 


The author calls his work “A Study of the Evolution of 
Epidemiology,” and traces the development of human beliefs 
about plague from the era of primitive man to modern times, 
and finally describes the recent researches and the advances 
made in its prevention and cure. 

The book is divided into four parts. Part | deals with the 
traditional concepss as to the nature of plague. Part 2 describes 
the recent research upon the epidemiological aspects of the 
disease and is particularly interesting when discussing the role 
of fleas as carriers and the incidence of plague in the rodents of 
the great plains throughout the world, Part 3 consists of a 
detailed discussion of the ecology of the flea and the effect of 
climate and geographical distribution, Part 4 summarises the 
national and international anti-plague measures and stresses the 
important role of the flea per se in transporting infection from 
place to place, erent 

Dr. Hirst has produced a book which is too advanced for the 
average undergraduate but which should certainly be studied 
by every epidemiologist and medical officer of: health. 
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BREAKPOINT 
CHLORINATION 


of swimming bath 
water ensures... 


A permanent reserve of free chlorine 
Immediate and complete sterilization 
Clear, sparkling water of excellent colour 


More pleasure and comfort for bathers 


For technical advice, consult 


IMPERIAL CHEMICAL 
iNDUSTRIES LIMITED, 
London, S.W.1 


Ch. 30 


THE 
BEATSON 
MEDICAL 


and the 
| DISCERNING 
PHARM IST 


Recently developed and of modern de- 
sign, the BEATSON MEDICAL fits 
the hand snugly. The vial lip for easy 
pouring has been retained; sediment 
can be rapidly dispersed by shaking. 
With cork mouth or screw neck—white 
enamelled or black plastic caps. 


* Plain or Graduated 
Cork Mouth or Screw Capped 


BEATSON. CLARK & CO.L 


GLASS BOTTLE MANUFACTURE 
ROTHERHAM © Established YOR 


v 
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“The Sign of Good Bottle’’ 
ign of a 
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It’s curious 
a tal should be said % heave 


How very interesting if babies were similarly endowed! 
We could then feed each life on a different food and 
compare results. 

We are confident that, if this test could be made, 
Cow and Gate would justify our belief that there is no 
finer Infant Milk Food obtainable. 

As a baby has only one, very precious, life, how important 
it is to prescribe the best food from the beginning! 

For the normal healthy child, our Half Cream, Full Cream 
and Humanised Milk Foods need no advertisement. 
Here are 9 of our Milk Foods for special dietary. 


FRAILAC 


for the Premature Infant 


SPRULAC 


for Coeliac disease and Sprue 


HEMOLAC 


for Microcytic Anaemia of Infancy 


HALF CREAM LACIDAC 


for Infectious Fevers and Enteritis 


SEPARATED LACIDAC 


for Gastro-enteritis and Fat Intolerance 


ALLERGILAC 
for Infantile Eczema and Milk Allergy 


PRENATALAC 


for Expectant and Nursing Mothers 
BRESTOL 
(a fat emulsion with added dextrose and orange juice) 
for Marasmus and Milk Modification 
PEPTALAC Full details of all our products with analyses and 
(containing pre-digested protein) indications for use are given in our Medical 


for Duodenal Ulcers, Convalescents Handbook obtainable from the Medical & Research 
and Pre- and post-operation diets Dept., Cow & Gate, Guildford, on request. 


COW & GATE MILK FOODS 


Guildford Surrey 


uve 

ON ‘i 

: 


PUBLIC HEALTH, July, 1954 


( 
( 
( 
( 
( 
( 
( 
( 
( 
( 
( 
( 
( 
( 
( 
( 
( 
( 
( 
( 
( 
( 
( 
( 
( 
( 
( 
( 
( 
( 
( 
( 
( 
( 
( 


Death of Black Death 


‘| ,. we do not possess any natural immunity 
against plague. We have to thank our island 
position and the conscientious work of the 
members of our Medical and Sanitary services 
at our sea and air-ports that the disease does 


\ 


Plazue, for most of us, is something that 
happens in history books—yet in its 
time the ‘“‘Black Death”’ killed millions. 
Much of the credit for making it a 
disease no longer to be dreaded goes to 
Public Health Authorities. By fighting 
dirt and squalor day by day they make 
sure that the conditions favourable to 
such an epidemic do not reappear. 


The silent revolution called sanitation 
has in modern times been carried 
through by men trained in many skills, 
using every resource from dustbin to 
microscope. For the past 60 years they 
have had at their disposal in Izal a 
germicide of outstanding reliability, 
which nowadays is generally recognised 
as the standard by which other disin- 
fectants are judged. 


t 


not gain entrance to our land.” 
DR. JOHN DREW, in “* Man, Microbe and Malady.” 


Izal Germicide is 18-20 times as power- 
ful as pure phenol by the Rideal-Walker 
test. It is less toxic to man than disin- 
fectants made from phenol or cresols. 
Being highly concentrated, it is easily 
transported and stored. Even when 
diluted 600 times, it will kill typhoid 
germs in three minutes. 

Izal Germicide is prepared by Newton 
Chambers under the close control of 
bacteriologists and chemists— whose 
professional skill is the public’s ulti- 
mate safeguard. 4 


germicide 


NEWTON CHAMBERS & COMPANY LIMITED, THORNCLIFFE, SHEFFIELD 


—~ 
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General view of the Serum Concentration Laboratory, 
Wellcome Research Laboratories, Beckenham, England 


CONCENTRATION 


Behind each batch of ‘Wellcome’ Antitoxic Sera is an unparalleled manufac- 
turing experience stretching back to the days when The Wellcome Research 
Laboratories pioneered the production of anti-diphtheritic serum in the British 
Isles. Coupled with this experience has been a policy of unremitting research to 
ensure the pre-eminence of these products. For example, in 1897, a year after 
a special commission had recommended that anti-diphtheritic serum should 
contain not less than 60 units per c.c., the Laboratories were producing sera 
containing 200 units per c.c. By 1900, the figure had risen to 400 units per c.c. 
Today, due partly to a process of enzyme treatment evolved there, it is ten 
times as much. This process is now universally accepted and is applied to the 
following ‘Wellcome’ Antitoxic Sera :—Diphtheria, Gas Gangrene (perfringens), 
Mixed Gas Gangrene, Streptococcus (Scarlatina) and Tetanus. 


‘WELLCOME’ REFINED ANTITOXIC SERA 


= Prepared at : 
THE WELLCOME RESEARCH LABORATORIES, BECKENHAM, ENGLAND 


Supplied by : 
Way BURROUGHS WELLCOME & CO. (The Wellcome Foundation Ltd.) LONDON 


= Printed by H. R. Grubb, Ltd., Croydon, and Published by The Society of Medical Officers of of Health, 
Tavistock House South, Tovistock Square, W.C.1. 
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